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The  purpose  of  this  study  was  to  determine  whether  any  type  of 
dental  health  instruction,  or  self-administered  fluoride,  or 
combination  of  the  two,  could  be  effective  in  improving  the  oral 
health  status  for  alcoholics  housed  in  a  residential  treatment 
facility  for  a  short  time.    The  experimental  program  of  instruction 
was  designed  to  meet  each  participant's  needs  and  ability. 
Instruction  included  a  variety  of  methodologies  both  individually 
and  in  groups.    Using  a  double-blind  approach,  staff  randomly 
assigned  fluoride  and  placebo  gels  to  participants. 

The  investigator  used  a  non-equivalent  control  group  design 
modified  by  the  use  of  a  second  control  group  and  a  completely 
randomized  design  to  investigate  the  fluoride  treatment  variable. 
The  investigation  took  place  in  a  50-bed  publicly  funded  residential 
alcoholism  treatment  facility.    Both  domiciliary  alcoholics  and 
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facility  staff  participated  in  the  study  with  two  groups  of  volunteer 
alcoholics,  one  receiving  individual  and  group  instruction  (N  =  26)  and 
the  other  serving  as  the  control  (N  =  23).    Facility  staff  members 
(N  =  14)  also  received  instruction  and  served  as  a  control  for 
alcoholism.    The  investigator  used  data  collected  from  descriptive 
records,  counselors'  reports,  and  a  comprehensive  case  log  to 
characterize  the  alcoholics  on  a  number  of  relevant  variables,  and  data 
from  oral  cancer  examinations  to  compare  alcoholics  and  non-alcoholics 
on  possible  oral  abnormalities. 

The  investigator  measured  participants'  oral  health  status  before 
and  after  implementation  of  treatment  using  (a)  scores  from  the  Lbe 
and  Silness  Gingival  Index  and  (b)  scores  from  the  Silness  and  Lbe 
Plaque  Index.    The  dental  health  indices  data  served  as  the  dependent 
variables  for  statistical  analysis.    Instruction  for  alcoholics  and 
staff  was  effective  at  the  .05  level  on  both  dependent  measures. 
Fluoride  alone  or  in  combination  with  instruction  did  not  significantly 
affect  the  gingival  or  plaque  measures.    Dental  examination  data 
indicated  that  on  every  surface  examined  the  frequency  of  suspicious 
areas  was  higher  for  alcoholics  than  for  non-alcoholics.  The 
investigator  concluded  that,  within  the  limitations  of  study  location, 
time  frame,  and  sample  size,  dental  health  intervention  can  be 
effective  in  improving  the  oral  health  status  of  alcoholics  and  non- 
alcoholics  in  the  treatment  setting. 
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CHAPTER  I 


INTRODUCTION 

Alcohol  is  the  most  widely  used  and  abused  drug  in  this  country. 
Recent  estimates  have  placed  the  average  daily  consumption  for  those 
who  drink  at  three  drinks  per  day,  every  day  (DeLuca,  1981;  Vaillant, 
1983).    While  most  people  drink  without  problems,  10%  of  Americans  who 
drink  either  are  alcoholics  or  experience  problems  with  their  drinking 
(DeLuca,  1981).    This  tenth  of  the  drinking  population  consume  between 
50%  and  70%  of  all  alcoholic  beverages  ("Fifth  Special  Report,"  1983; 
Jacobson,  Hacker,  &  Atkins,  1983). 

Dental  diseases  have  always  existed.    The  need  for  proper  dental 
care  to  reduce  the  incidence  of  dental  diseases  has  been  well  documented. 
Despite  the  fact  that  the  dental  health  professionals  have  made  great 
progress  in  developing  preventive  techniques  and  perfecting  dental 
technology,  many  people  do  not  receive  instruction  in  proper  oral  hygiene. 
Alcoholics  frequently  neglect  personal  hygiene  and  generally  seek  only 
emergency  dental  care.    Investigators  have  linked  alcohol  abuse  to  a 
myriad  of  social  and  health  problems,  including  oral  neglect  and  dental 
diseases  (Becker,  1979). 

The  purpose  of  this  study  was  to  determine  whether  any  type  of 
dental  health  instruction,  or  self-administered  fluoride,  or  a  com- 
bination of  the  two,  could  be  effective  in  improving  the  oral  health 
status  for  alcoholics  who  are  in  a  residential  treatment  facility  for 
a  short  period  of  time. 
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Background  of  the  Problem 

Alcoholism  is  a  debilitating  disease  that  affects  all  aspects 
of  an  individual's  health--physical ,  psychological,  social,  and 
spiritual  (Kinney  &  Leaton,  1983).    The  number  of  people  who  fall 
into  the  category  of  alcoholic  is  so  extensive  that  scientists 
consider  alcoholism  an  epidemic  disease  (Shapiro,  1971).    Of  the 
general  population,  37X  may  have  never,  or  only  rarely,  availed 
themselves  of  routine  dental  care  (U.S.  Department  of  Health, 
Education  and  Welfare  [USDHEW],  1977).    Approximately  one  out  of 
every  10  patients  seen  in  a  dental  practice  will  be  an  alcoholic 
and  nearly  six  out  of  10  patients  will  ingest  alcohol  to  some  degree 
(Molina,  1981).    Investigators  have  also  frequently  associated 
long-term  dental  neglect  with  chronic  alcoholism  (Molina,  1981). 
Such  findings  are  not  surprising  since  alcoholics  often  lose  interest 
in  practicing  oral  and  body  hygiene  and  are  unconcerned  as  to  their 
appearance  (Larato,  1972;  Ward,  1983). 

The  Impact  of  Alcoholism  on  the  Oral  Cavity 

A  number  of  investigators  have  found  a  relation  between  oral  and 
systemic  diseases  (Belting,  Hinnikdr,  &  Dummett,  1964;  Sandler  &  Stahl, 
1960;  Sandler  &  Stahl,  1954). 

Alcoholics  show  general  deficiencies  in  oral  hygiene—a  coated 
tongue,  the  presence  of  heavy  plaque,  carious  lesions,  deposits  of 
calculus,  gingivitis,  and  periodontal  disease  (Becker,  1979;  King  & 

Tucker,  1973;  Larato,  1972;  Schuckit,  1979).    Certain  pathologic 
conditions  such  as  inflamed  mucous  tissues,  leukoplakia,  and  cancer 
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of  the  oral  pharynx  have  a  higher  incidence  among  alcoholics  than  in 
the  general  population  (Harwood,  1979;  King  &  Tucker,  1973).  Research 
studies  also  indicate  a  high  correlation  between  heavy  smoking,  heavy 
drinking,  and  oral  carcinoma  (Geist,  Evans,  &  James,  1979;  Weber, 
Sherman,  &  Stoopack,  1979).    Concomitantly,  investigators  have 
associated  heavy  smoking  with  increased  stains  on  tooth  surfaces  and 
reduced  motivation  in  oral  hygiene  habits  (Harwood,  1979;  Horowitz, 
1980;  Molina,  1981).    Extraoral  examination  of  alcoholics  shows 
enlarged  parotid  glands  (salivary  glands  situated  below  and  in  front 
of  the  ear)  and  a  high  incidence  of  head  and  neck  cancers  (Graham, 
1977;  Molina,  1981).    Additionally,  the  problems  alcoholics  experience 
with  oral  hygiene  are  not  simply  esthetic.    Low-grade  infections 
reduce  energy  and  stamina  and  correlate  with  depression  and  negative 
self-image  (Szymaitis,  1977). 

For  safe,  scientific  dental  and  oral  hygiene  care,  a  complete 
patient  history,  including  medical  and  dental  assessment,  is 
essential  (Wilkins,  1983).    A  medical -dental  health  history,  including 
extraoral  and  intraoral  examination,  is  an  effective  tool  in 
determining  the  status  of  an  individual's  dental  health  and  the  need 
for  immediate  as  well  as  preventive  therapy.    Dental  health  assessment 
and  education  are  cost-effective  measures  in  improving  the  overall 
status  of  individuals  suffering  from  alcoholism. 

The  Importance  of  Dental  Health  Maintenance 

Dental  health  professionals  have  associated  the  microorganisms 
of  dental  plaque  with  both  dental  caries  and  periodontal  disease 
(Lobene,  1979;  Lobene  &  Soparkar,  1974).    Dental  plaque  causes 

i 


4 


gingivitis  which  may  progress  to  the  development  of  periodontitis  or 
periodontal  disease.    Control  of  bacterial  plaque  accumulation  is  the 
means  for  making  preventive  programs  effective  (Fischman,  1979).  Both 
levels  of  gingival  inflammation  and  dental  plaque  can  be  effective 
physical  measurement  techniques  in  the  quantitative  evaluation  of 
periodontal  disease  ("Proceedings  of  the  Workshop,"  1979).  Because 
dental  plaque  is  colorless,  those  providing  dental  care  usually  identify 
it  through  staining  prior  to  scoring  a  plaque  index.    Fischman  (1979) 
defined  plaque  operationally  as  a  stainable  material. 

Investigators  have  found  fluoride  to  be  effective  in  reducing  dental 
caries.    More  recently  dental  researchers  have  determined  that  stannous 
fluoride  gel  as  an  atimicrobial  agent  has  an  effect  on  plaque  quantity 
and  metabolism  and  can  be  an  antiplaque  agent  (Hoffman,  Tow,  &  Cole, 
1977;  Mellberg,  Ripa,  &  Leske,  1983;  White  &  Taylor,  1979;  Yoon  &  Berry, 
1979).    White  and  Taylor  (1979)  indicated  that  the  use  of  a  0.4% 
stannous  fluoride  gel  as  an  antimicrobial  agent  is  effective  in 
lowering  plaque  scores.    Stannous  fluoride  gel  is  effective  when 
adults  self-administer  it,  even  when  they  have  not  had  instruction 
in  oral  hygiene  (Shannon,  Wescott,  &  Feller,  1976).  Investigators 
have  used  double-blind  approaches  in  clinical  studies  on  antiplaque 
agents  (Cummings,  1982;  Lobene  &  Soparkar,  1974).    The  use  of  a 
placebo  is  important  in  regard  to  clinical  trials  since  it  has  the 
ability  to  mimic  active  drugs  in  its  effects  (Lasagna,  Laties,  &  Dohan, 
1958).    A  placebo  also  serves  as  control  for  spontaneous  variation 
and  investigator  or  observer  bias.    Researchers  in  the  health 
professions  recommend  the  double-blind  approach  where  the  placebo  and 
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the  active  drug  are  as  identical  as  possible  in  physical  and  other 
characteristics  (Levine,  Schiele,  &  Bouthilet,  1971). 

Research  indicates  that  for  society  as  a  whole  daily  removal  of 
bacterial  plaque  is  one  key  to  reducing  the  incidence  of  oral 
periodontal  disease,  gingivitis,  dental  caries,  and  fetor  oris  (bad 
breath).    However,  few  people  spend  even  5  minutes  daily  using  oral 
hygiene  techniques  in  taking  adequate  care  of  the  mouth.    According  to 
Steinke  (1980),  95%  of  dental  care  is  based  on  psychology  and 
motivational  instruction  and  yet  members  of  the  profession  spend  only 
5%  of  their  time  on  providing  instruction. 

Huntley  (1981)  found  that  "A  patient's  lack  of  performance  in 
maintaining  dental  health  is  often  related  to  problems  in  motivation" 
(p.  37).    Motivation  of  patients  toward  effective  plaque  removal 
requires  the  establishment  of  an  effective  educator-patient  relationship, 
a  controlled  learning  environment,  and  proper  instruction  (Hausmann  & 
Hausmann,  1976).    The  instructor  must  approach  motivation  from  the 
cognitive,  psychomotor,  and  affective  domains  of  learning  and  must 
bring  about  a  behavioral  change  as  evidenced  by  reduced  plaque  levels 
(Ayer,  1979;  Hausmann  &  Hausmann,  1976;  Holtzhausen,  1981;  Huntley, 
1981;  Thornberg  &  Thornberg,  1975).    In  a  study  of  the  effectiveness 
of  various  methods  of  plaque  control  instruction  on  short-term 
motivation,  Kois,  Kotch,  Cormier,  and  Laster  (1978)  demonstrated  that 
instructing  patients  individually  was  as  successful  in  reducing 
plaque  as  was  instructing  them  in  a  group.    However,  success  in 
motivation  requires  that  dental  health  professionals  be  highly 
motivated  themselves  to  expend  time,  energy,  and  patience  to  discover 
each  patient's  needs  and  to  guide  each  to  an  individualized  self-care 
oral  prevention  program  (Crunk,  1982;  Seiwert,  1979). 
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For  physical,  psychological,  and  social  reasons,  alcoholics  need 
to  learn  a  regular  program  of  dental  health  maintenance.    To  ignore 
dental  diseases  and  low-grade  infections  is  to  put  the  alcoholic  at 
increased  risk  for  additional  infections  and  to  increase  the 
probability  of  a  return  to  alcoholic  behavior.    Good  esthetics  can 
elevate  low  self-esteem  (Szymaitis,  1977).    Oral  hygiene  is  one  of 
the  important  components  of  restoring  total  health  to  alcoholics. 

Statement  of  the  Problem 

The  effects  of  alcoholism  on  the  oral  cavity  are  widespread 
(Schuckit,  1979a).   A  majority  of  the  general  population  suffers  from 
some  type  of  dental  disease  due  to  a  lack  of  oral  hygiene.  Since 
personal  neglect  usually  accompanies  the  progression  of  alcoholism, 
alcoholics  are  even  more  likely  than  others  to  suffer  from  dental 
diseases  (Molina,  1981;  Szymaitis,  1977).    Despite  advances  in  dental 
technology,  the  incidence  of  dental  disease  remains  high.    This  is 
in  part  because  many  people  still  view  dentistry  as  a  luxury.  For 
financial  and  other  reasons,  many  alcoholics  have  not  received  recent 
instruction  in  the  proper  use  of  oral  physiotherapy  aids  and  are 
therefore  even  more  likely  to  have  poor  dental  health  habits  (Dunkley 
&  Carson,  1968). 

Residents  in  alcohol  treatment  facilities  undergo  a  short  period 
of  therapy,  generally  28  days;  therefore,  dental  health  intervention 
for  this  group  must  take  place  in  a  short  period  of  time. 

The  problem  I  addressed  in  this  study  was  whether  any  type  of 
instruction,  or  fluoride  treatment,  or  combination  of  the  two,  can 
bring  about  change  in  oral  health  of  alcoholics  in  a  short  time. 
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Significance  of  the  Study 

This  study  adds  to  the  sparse  literature  on  dental  health 
assessment  and  dental  education  intervention  as  a  means  of  reducing 
plaque  levels  and  improving  dental  habits  for  alcoholics.    I  designed 
this  study,  one  of  the  first  of  its  kind,  to  provide  participants 
with  information  and  skills  that  will  help  them  to  improve  their  oral 
health  status.    Equally  important,  I  designed  the  study  with  the  hope 
of  providing  another  cost-effective  component  of  the  holistic  concept 
of  alcoholism  treatment. 

Assumptions  Underlying  the  Study 

The  assumptions  that  underlie  this  study  are  as  follows: 

1.  The  level  of  dental  health  is  lower  for  alcoholics  when 
compared  with  non-alcoholics. 

2.  Dental  neglect  and  dental  diseases  will  continue  to  exist 
in  alcoholics. 

3.  The  need  for  dental  health  instruction  for  individuals  being 
treated  for  alcoholism  will  continue. 

4.  A  medical -dental  health  history,  including  extraoral  and 
intraoral  examination,  is  an  effective  tool  in  determining  an 
individual's  dental  health  and  the  need  for  immediate  as  well  as 
preventive  therapy,  and  a  necessary  health  precaution  for  the  dental 
professional . 

5.  Plaque  and  gingival  indices  are  adequate  measuring  devices 
in  determining  oral  hygiene  status. 
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6.  Self -administered  0.4%  stannous  fluoride  gel  is  an  effective 
anti-plaque  agent  for  alcoholics. 

7.  The  double-blind  approach  is  a  reliable  means  of  evaluating 
the  effects  of  fluoride. 

In  addition  to  the  previous  seven  assumptions,  I  also  accepted 
the  following  six  unverified  suppositions: 

1.  Alcoholics  as  well  as  non-alcoholics  can  be  trained  in  the 
skills  necessary  to  clean  their  mouths. 

2.  Alcoholics  in  treatment  and  also  non-alcoholics  can  be 
motivated  over  a  short  period  of  time  to  perform  oral  hygiene 
techniques. 

3.  Oral  hygiene  is  an  important  component  of  restoring  total 
health  to  alcoholics. 

4.  Criterion  groups  consisting  of  the  population  of  alcoholics 
in  a  publicly  funded  residential  treatment  facility  located  in  a 
Florida  city  are  representative  of  the  universe  of  alcoholics  in 
publicly  funded  residential  treatment  facilities. 

5.  The  oral  hygiene  status  of  staff  employed  by  the  treatment 
facility  is  representative  of  the  oral  hygiene  status  of  the  general 
population. 

6.  Dental  health  assessment  and  education  are  cost-effective 
measures  that  can  be  included  in  a  residential  treatment  setting  for 
alcoholics. 

Research  Questions 

This  study  was  an  investigation  of  the  effect  that  dental  health 
instruction  and  self-administered  fluoride  have  on  the  oral  health 
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status  of  one  group  of  non-alcoholics  and  two  groups  of  alcoholics. 
The  research  questions  were  as  follows: 

1.  Will  staff  have  a  higher  level  of  oral  health  prior  to  and 
after  treatment  than  residents  have? 

2.  After  3  weeks  will  staff  have  significant  change  in  oral 
health  status  if  they  receive  fluoride  with  dental  health  instruction? 

3.  After  3  weeks  will  staff  have  significant  change  in  oral 
health  status  if  they  receive  no  fluoride  with  dental  health 
instruction? 

4.  After  3  weeks  will  residents  who  receive  fluoride  with  dental 
health  instruction  have  improved  oral  health? 

5.  After  3  weeks  will  residents  who  receive  no  fluoride  with 
dental  health  instruction  have  improved  oral  health? 

6.  After  3  weeks  will  residents  who  receive  fluoride  with  no 
dental  health  instruction  have  improved  oral  health? 

7.  After  3  weeks  will  residents  who  receive  no  fluoride  and  no 
dental  health  instruction  have  improved  oral  health? 

Research  Hypotheses 

I  tested  the  following  seven  null  hypotheses. 
For  experimental  and  control  groups 

1.  The  preassessment  and  postassessment  levels  of  oral  health 
will  not  differ  for  alcoholics  and  non-alcoholics. 

After  3  weeks  staff  will  have  no  significant  change  in  oral 
health  status  if  they  receive 

2.  Fluoride  with  dental  instruction. 

3.  No  fluoride  with  dental  instruction. 
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After  3  weeks  residents  will  have  no  significant  change  in  oral 
health  status  if  they  receive 

4.  Fluoride  with  dental  instruction. 

5.  No  fluoride  with  dental  instruction. 

6.  Fluoride  and  no  dental  instruction. 

7.  No  fluoride  and  no  dental  instruction. 

Limitations  and  Delimitations 

Limitations 

The  study  took  place  in  a  typical  (50-bed)  inpatient  alcoholism 
treatment  facility.    Due  to  the  facility  size  and  the  therapy  schedule, 
random  selection  and  random  assignment  of  study  participants  were  not 
possible. 

Conducting  the  study  in  the  natural  setting  of  the  residential 
treatment  facility  provided  the  advantage  of  demonstrating  practical 
applicability.    It  had  the  disadvantages  of  limited  control  of 
variables,  unrandomized  selected  of  subjects,  and  restricted 
general izability  of  findings. 

Supervised  use  of  the  fluoride  gel  was  not  possible  in  the 
naturalistic  setting.    Self-reported  use  limited  control  of  this 
treatment  variable. 

Members  of  the  resident  experimental  group  shared  living  quarters 
during  the  time  they  used  the  fluoride  and  placebo.    The  risk  existed 
for  contamination  of  post-assessment  results  on  the  effects  of 
fluoride  due  to  the  possibility  of  sharing  the  gel.    The  same  risk 
of  contamination  results  was  possible  for  the  control  group  of 
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alcoholics  who  also  shared  living  quarters  during  their  time  of  fluoride 
use.    Both  groups  were  requested  orally  and  in  writing  not  to  share  the 
gel . 

Members  of  the  experimental  group  commenced  alcoholism  treatment 
at  varying  times.    I  gave  those  individuals  who  left  treatment  before 
the  conclusion  of  the  3-week  educational  program  the  same  amount  of 
instruction  over  a  shorter  period  of  time  and  assessed  them  on  post- 
oral  status  prior  to  their  leaving  the  treatment  facility. 

Del  imitations 

This  study  included  a  nonrandomized  sample  population  of  58  drawn 
from  diagnosed  acute  and  chronic  alcoholic  patients  admitted  to  a 
treatment  facility  over  a  10-week  period.    It  also  included  15  staff 
members  who  volunteered  to  participate  as  being  representative  of  the 
general  population.    I  selected  the  sample  by  conducting  an  initial 
medical  and  dental  l^ealth  assessment,    I  did  not  include  those  who 
have  lost  all  of  their  teeth  (edentulous  patients). 

I  conducted  both  the  group  and  individual  oral  hygiene  instruction 
with  the  resident  participants,  spending  13  hours  a  week  (39  hours  in 
3  weeks)  in  providing  motivational  dental  health  instruction.  For 
each  staff  member  I  gave  instructions  one  time  only,  immediately 
following  pre-assessment  of  oral  hygiene  status. 

I  made  no  attempt  to  distinguish  between  styles  of  instruction  or 
types  of  oral  physiotherapy  aids  since  I  assigned  both  dental 
implements  and  instruction  based  on  individual  ability  and  needs. 
I  maintained  a  comprehensive  case  study  log  on  each  participant  in 
the  experimental  group  to  determine  individual  needs. 
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For  the  residential  control  group  I  evaluated  only  the  effects  of 
fluoride  on  plaque  reduction. 

I  did  not  perform  oral  prophylaxis  intervention  for  any  group. 

I  did  not  attempt  to  predict  long-term  change  in  oral  hygiene 
for  the  study  population. 

Definition  of  Terms 

The  following  terms  are  defined  as  they  were  used  in  this  study: 
Alcoholism  is  a  progressive  disease  in  which  individuals  are  unable, 
for  psychological  or  physicalogical  reasons  or  both,  to  refrain  from  the 
consumption  of  alcohol,  resulting  in  problems  in  one  or  more  areas  of 
their  lives. 

An  alcohol ic  is  a  person  who  has  become  dependent  physically  or 
psychologically  or  both  on  the  drug  alcohol,  consequently  drinking  more 
alcohol  than  the  socially  acceptable  norm. 

Acute  alcoholic  and  residential  alcoholic  are  used  interchangeably 
to  mean  those  individuals  in  the  early  stages  of  alcoholism  who  are  under- 
going treatment  in  a  comprehensive  alcoholism  treatment  facility  for  the 
first  time. 

A  case  study  is  a  comprehensive  description  and  explanation  of  the 
many  components  of  a  given  social  situation,  used  in  this  study  as  a 
descriptive  report  of  observation  on  the  alcoholics  who  receive  dental 
instruction. 

Chronic  alcoholic  or  minimal  resident  alcoholic  is    used  inter- 
changeably to  mean  those  individuals  whose  current  functional  levels 
preclude  them  from  adequately  functioning  within  the  community,  who  are 
currently  "revolving"  in  existing  systems  due  to  the  lack  of  adquate 
alternatives  and  who  are  in  need  of  special  ized  domicil  iary  services  due 
to  numerous  problems  in  conjunction  with  alcohol  abuse. 
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Dental  caries,  carious  lesions,  and  cavity  are  used  interchangeably 
to  mean  a  disease  of  the  calcified  structures  of  the  teeth. 

Dental  calculus  is  a  hard,  calcified,  tenacious  mass  that  may 
occur  on  the  clinical  crowns  and  roots  of  the  natural  teeth  and  on 
dentures  and  other  dental  appliances.    It  can  be  removed  from  the 
teeth  only  by  scaling  procedures. 

Dental  health  education  is  a  process  of  coordination  and 
integration  of  dental  health  messages  that  enables  persons  to  make 
and  act  upon  informed  decisions  about  matters  affecting  their  dental 
health. 

Dental  health  instruction,  dental  health  teaching,  and  oral 
health  instruction  are  used  interchangeably  to  mean  effective 
transmission  of  knowledge  and  skills  relative  to  dental  health. 

Dental  hygiene  is  used  to  denote  all  integrated  preventive 
services  administered  to  the  patient  by  a  dental  hygienist. 

A  dental  hygienist  is  a  licensed,  professional  oral  health 
educator  and  clinical  operator  who,  as  an  auxiliary  to  the  dentist, 
uses  scientific  methods  of  control  and  prevention  of  oral  disease  to 
aid  individuals  and  groups  in  attaining  and  maintaining  optimum 
oral  health. 

Dental  plaque  and  bacterial  plaque  are  used  interchangeably  to 
mean  a  thin,  tenancious,  film-like  deposit  made  up  principally  of 
microorganisms  and  mucinous  substances  from  the  saliva.  The 
individual  can  remove  the  substance  from  the  teeth  with  a  toothbrush 
and  interdental  aid. 

Dentition  is  the  kind,  size,  number  and  arrangement  of  the  teeth. 
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Eye  opener  is  the  need  to  have  an  alcoholic  drink  immediately 
upon  awakening. 

Fetor  oris  and  halitosis  are  used  interchangeably  to  mean 
offensive  or  bad  breath  which  may  be  related  to  systemic  disease 
or  uncleanl iness  of  the  oral  cavity. 

Gingiva  is  used  interchangeably  with  gum  to  mean  the  part  of 
the  masticatory  mucosa  that  surrounds  the  necks  of  the  teeth  and  is 
attached  to  the  teeth  and  the  alveolar  bone. 

Gingival  margin  or  face  gingiva  is  the  edge  of  the  gingiva 
nearest  the  incisal  or  occlusal  surface  of  a  tooth.    It  makes  the 
opening  of  the  gingival  sulcus. 

Gingival  sulcus  or  gingival  crevice  refers  to  the  crevice  or 
groove  between  the  face  gingiva  and  the  tooth. 

Gingivitis  is  simple  inflammation  of  the  gums  closely  associated 
with  the  build-up  of  dental  plaque  on  the  teeth,  whether  adjacent  to 
the  gingival  margin  or  directly  underneath  the  gingiva  in  the  area 
where  the  tooth  and  gingiva  meet  (the  gingival  crevice). 

Interdental  aid  is  any  dental  aid  such  as  dental  floss,  a  rubber 
tip  stimulator,  or  proxybrush  used  to  clean  the  sides  of  the  teeth. 

Interdental  areas  are  areas  of  the  tooth  surface  that  are 
inaccessible  to  the  bristle  action  of  a  toothbrush  and,  therefore, 
require  cleaning  with  another  dental  aid. 

Leukoplakia  and  precancerous  lesion  are  used  interchangeably  to 
mean  white  plaque  formed  upon  the  oral  mucous  membrane  from  surface 
epithelial  cells;  premalignant  surface  lesion  characterized  by 
hyperkeratosis  of  the  stratified  squamous  epithelium. 
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Materia  alba  is  a  thick,  cream-white,  loosely  attached  deposit 
observed  on  the  teeth  as  a  result  of  uncleanl iness  and  a  nondetergent 
diet.    It  can  be  removed  from  the  teeth  with  a  toothbrush  and  inter- 
dental aids. 

Medical  and  dental  assessment  is  an  in-depth  assessment  of 
medical  and  dental  status  used  in  this  study  as  a  screening  device 
to  determine  patients'  ability  to  participate  in  this  research  project. 

Oral  diseases,  dental  diseases,  and  oral  conditions  are  used 
interchangeably  to  mean  dental  caries,  periodontal  disease,  malocclusion, 
oral  and  facial  malformations,  oral  cancer  and  other  soft  tissue  lesions 
and  oral  manifestations  from  systemic  diseases. 

A  patient  is  any  individual,  either  acute  (resident)  or  chronic 
(minimal  resident),  in  alcoholism  treatment  at  the  institution  used 
as  the  site  for  this  study. 

Oral  physical  therapy,  personal  oral  care  and  plaque  control 
are  the  the  use  of  physical  agents  in  the  prevention,  management,  and 
control  of  oral  diseases. 

Patient  education  and  patient  teaching  are  used  interchangeably 
to  mean  dental  health  education  designed  for  a  population  with  specific 
dental  diseases  or  conditions. 

A  periodontal  probe  is  a  dental  instrument  used  to  identify  the 
location,  shape,  and  depth  of  a  periodontal  pocket. 

Periodontitis  and  periodontal  disease  are  used  interchangeably 
to  mean  an  inflammatory  and  degenerative  condition,  diagnosed  by 
evidence  of  bone  loss  around  the  teeth  (pocket  formation)  and  closely 
associated  with  the  microorganisms  in  dental  plaque  located  beneath 
the  gums  (subgingival ly) . 
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Physiotherapy  aids  are  all  oral  hygiene  aids  including  tooth- 
brushes, dental  floss,  rubber  stimulators,  and  interproximal  brushes 
(proxybrush)  used  in  plaque  removal. 

Placebo  and  fluoride  placebo  are  used  interchangeably  to  mean  a 
device  to  serve  as  a  control  for  spontaneous  variation  and  observer 
bias. 

Plaque  is  defined  under  dental  plaque. 

Prevention  is  the  total  of  measures  undertaken  to  prevent  the 
onset  of  illness,  to  reverse  or  slow  the  progression  of  disease,  or 
to  control  symptoms  and  reduce  the  complications  of  disease. 

A  proxybrush  is  a  special  home  care  aid  designed  to  clean  the 
interproximal  surfaces  of  the  teeth. 

Relief  drinking  is  drinking  to  either  avoid  pain,  distress, 
boredom,  isolation,  and  so  forth;  or  drinking  to  maintain  some  level 
of  normalcy. 

Self-administration  is  the  application  by  the  patient  of  an 
oral  hygiene  agent  such  as  fluoride. 

Self-care  and  self-help  are  used  interchangeably  to  mean  those 
practices  an  individual  actively  undertakes  in  support  of  preventive 
dental  health  care  and  changed  physical  well-being. 

Sulru.lar  brushing  is  the  use  of  a  soft  bristle  toothbrush  to 
remove  plaque  from  the  gingival  sulcus. 

Organization  of  the  Study 

This  chapter  contained  an  introduction  to  the  study,  an 
explanation  of  the  problem,  and  a  statement  of  the  hypotheses  to 
be  tested.    Chapter  II  is  a  review  of  the  literature  related  to  the 
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oral  health  status  of  alcoholics  and  to  the  effects  of  dental  health 
instruction.    Chapter  III  includes  research  methodology,  instrumentation, 
data  collecting  procedures,  research  design,  and  data  analysis.  Chapter 
IV  is  a  presentation  of  descriptive  and  statistical  results.  The 
final  chapter  contains  a  summary  of  findings,  implications  of  the 
study,  and  recommendations  for  future  research. 


CHAPTER  II 


REVIEW  OF  THE  LITERATURE 
Introduction 

Alcohol  has  long  been  the  most  popular  legal  drug  in  this  country. 
It  is  also  the  nation's  number  one  drug  of  abuse.    Alcoholism  ranks 
with  cancer  and  heart  disease  as  a  major  threat  to  the  nation's  health, 
yet  it  is  the  most  neglected  health  problem  in  the  United  States  today 
(National  Institute  on  Alcohol  Abuse  and  Alcoholism  [NIAAA],  1980). 
Alcoholism  involves  both  sexes  and  all  ethnic,  age,  religious, 
economic,  and  sociocultural  groups. 

Alcoholism  affects  all  dimensions  of  health.    The  effects  of 
repeated  alcohol  consumption  on  the  oral  cavity  are  widespread. 
Alcoholism  is  significantly  associated  with  cancer  of  the  mouth  and 
the  oropharynx  (Sexias,  1982).    Smoking  tobacco  is  a  regular  con- 
comitant of  alcoholism  and  thus  evidently  increases  the  risk  of 
developing  carcinoma  of  the  mouth,  pharynx,  and  larynx  (Fine,  1977). 
While  not  a  life-threatening  condition,  periodontal  disease  affects 
about  three  out  of  four  adults  who  have  at  least  one  permanent  tooth 
(U.S.  Department  of  Health,  Education  and  Welfare  [USDHEW],  1965). 
According  to  Belcher  (1975),  gingival  tissue  destruction  in 
periodontal  disease  results  from  the  interaction  of  bacterial  plaque 
with  the  host  immune  system.    Thus,  the  daily  removal  of  bacterial 
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plaque  that  accumulates  on  the  tooth  is  a  prime  requisite  to  prevent 
and  control  periodontal  disease  (Suomi,  1980).    Recent  research  also 
indicates  that  the  adjunctive  use  of  fluoride  can  have  a  favorable 
effect  in  reducing  periodontal  disease  (Mellberg,  Ripa,  &  Leske,  1983; 
Wilkins,  1983).    Alcoholics  have  problems  with  periodontal  disease. 
Since  personal  neglect  accompanies  the  progression  of  alcoholism, 
alcoholics  are  at  a  higher  risk  than  others  in  developing  dental 
disease.    Many  alcoholics  receive  inadequate  dental  care  and  are 
therefore  even  more  likely  to  have  poor  dental  health  habits. 

The  problems  with  the  alcoholic's  oral  hygiene  are  not  simply 
esthetic.    Low-grade  infections  of  the  oral  cavity  reduce  energy  and 
stamina  and  are  correlated  with  depression  and  negative  self-image 
(Szymaitis,  1977).    The  goal  of  alcoholism  treatment  is  to  provide 
a  comprehensive  program  geared  toward  improvement  in  all  aspects  of 
the  alcoholic's  life  from  personal  care  habits  to  improved  self-esteem 

In  summary,  for  physical,  psychological,  and  social  reasons  the 
alcoholic  needs  to  know  the  importance  of  a  regular  program  of  dental 
health  maintenance.    The  alcoholic  who  ignores  low-grade  infection  is 
at  increased  risk  for  additional  infections  and  has  an  increased 
probability  of  returning  to  alcoholic  behavior.    Oral  hygiene  is 
another  important  component  of  restoring  total  health  to  the  alcoholic 

Alcohol,  Alcoholism,  Alcoholics,  and  Treatment 

Beverage  alcohol,  ethanol ,  is  one  of  the  most  widely  used 
psychoactive  drugs  known  to  man.  It  has  been  a  source  of  both 
pleasure  and  destruction  since  the  beginning  of  humankind.  Whenever 
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and  wherever  people  have  existed,  alcohol  has  usually  been  there  too. 
Evidence  exists  that  prehistoric  people  as  long  as  200  million  years 
ago  had  the  four  basic  ingredients--sugar,  water,  yeast,  and  mild 
warmth— needed  to  produce  it  (Ravi,  1950).    We  have  ample  testimony 
that  since  the  beginning  of  written  history  the  Egyptians,  Hebrews, 
Greeks,  and  Romans  were  familiar  with  intoxicating  beverages,  both 
wines  and  stronger  drinks,  and  their  effects  on  these  cultures  (Loeb, 
1943;  McKinlay,  1950,  1953).    Throughout  the  ages  many  have  applauded 
alcohol  as  a  source  of  relaxation  and  pleasure,  one  that  nourishes 
the  body  and  renews  and  sustains  health.    However,  history  has 
also  shown  a  long  and  sad  account  of  the  destruction  that  the 
irresponsible  use  of  alcohol  has  produced  upon  individuals,  families, 
and  society. 

Information  from  the  Southeastern  Medical  Conference  on  Alcoholism 
(1978)  indicated  that  alcoholism  is  not  a  crime,  a  sin,  a  weakness  of 
the  will,  a  disorder  that  is  the  same  in  all  afflicted  people,  or  a 
disease  that  responds  to  only  one  type  of  therapeutic  intervention. 
Authorities  agree  on  what  alcoholism  is  not,  but  find  defining  what 
it  is  can  be  almost  as  perplexing  as  the  entity  itself  (Estes  & 
Heinemann,  1982;  Kinney  &  Leaton,  1983;  Linsky,  1972;  Marconi,  1967). 
Many  Americans  have  definite  opinions  about  alcoholism  (Albrecht, 
1973)  and  their  attitudes,  beliefs,  and  values  about  alcohol  use 
and  abuse  of  alcohol  vary  (Estes  &  Heinemann,  1982;  Ray,  1983; 
Strachan,  1982;  Ward,  1983).    Even  though  there  is  general  acceptance 
of  the  concept  of  alcoholism,  numerous  definitions  are  available 
(Alcoholics  Anonymous.  1939,  1976;  American  Medical  Association,  1968, 
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1977;  American  Psychiatric  Association,  1968,  1989;  Ausubel ,  1961; 

Estes  &  Heinemann,  1982;  Gitlow,  1973;  Jellinek,  1946,  1960;  M.  Keller, 

1960;  Mann,  1959,  1968;  National  Council  on  Alcoholism,  1972;  Strachan, 

1982;  World  Health  Organization,  1951,  1952).    The  common  aspects  of 

these  definitions  include  dependence  on  the  drug  alcohol  both 

physically  and  psychologically,  loss  of  control  over  drinking,  and 

interference  with  normal  functioning  in  one  or  more  areas  of  a  person's 

social  life.    Alcoholism  is  a  complex  disorder.    According  to  the 

Criteria  Committee  National  Council  on  Alcoholism  (1972),  and  in 

agreement  with  the  American  Medical  Association,  the  American  College 

of  Physicians,  the  American  Psychiatric  Association  and  other  bodies, 

alcoholism  fits  the  definition  of  disease  given  in  Dorland  Illustrated 

Dictionary  (1965): 

A  definite  morbid  process  having  a  characteristic  train 
of  symptoms;  it  may  affect  the  whole  body  or  any  of  its 
parts,  and  its  etiology,  pathology,  and  prognosis  may  be 
known  or  unknown,  (p.  468). 

Further  review  of  the  disease  concept  of  alcoholism  indicates  that  it 
is  a  progressive,  chronic,  and  terminal  disease.    It  cannot  be  cured, 
but  it  is  treatable  and  can  be  arrested  (Gitlow  &  Peyser,  1980; 
Southeastern  Medical,  1978;  Strachan,  1982),    The  illness  is 
characterized  as  progressive  since  it  continues  to  get  worse  as 
alcoholics  progressively  lose  control  over  the  amounts,  the  how,  when, 
where,  and  what  they  drink  until  finally  smaller  and  smaller  amounts 
of  alcohol  can  reduce  the  alcoholic  to  a  state  of  complete  hopelessness 
(Sherouse,  1983;  Strachan,  1982).    The  Commission  of  Chronic  Disease 
defines  a  chronic  illness  as  "any  impairment  .  .  .  that  ...  has  one 
or  more  of  the  following  characteristics:    is  permanent;  leaves 
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residual  disability;  is  caused  by  nonreversible  pathological  alteration; 
requires  special  training  of  the  patient  for  rehabilitation;  or  may 
be  expected  to  require  a  long  period  of  supervision,  observation  of 
care"  (Smolensky,  1982,  p.  269).    Alcoholism  is  a  chronic  disease. 
It  is  an  illness  that  cannot  be  cured  (Johnson,  1980).    In  most  cases 
it  progresses  over  an  extended  period  of  time,  and  it  is  a  permanent 
condition  (Strachan,  1982).    It  can  leave  residual  disabilities  and 
it  requires  special  training  of  the  patient  for  rehabilitation  since 
the  alcoholic  must  learn  to  adjust  to  life  without  a  dependency  on 
alcohol  (Gitlow  &  Peyser,  1980;  Johnson,  1980;  Kinney  &  Leaton,  1983; 
Schuckit,  1979).    Alcoholism  is  a  terminal  illness  that  if  left 
untreated  will  shorten  lifespan  and  ultimately  result  in  death 
(Johnson,  1980;  Sherouse,  1983). 

While  theories  on  the  cause  of  alcoholism  are  numerous,  many 
researchers  agree  that  it  is  a  multifactorial  disorder  (Barnes,  1979; 
DeLuca,  1981;  Zimberg,  1978),  thus  presenting  health  care  professionals 
with  problems  in  the  diagnosis  and  management  of  alcoholism  (Douglas, 
1976;  Kinney  &  Leaton,  1983). 

Most  researchers  agree  with  or  have  developed  a  modified  version  of 
Jellinek's  (1952;  1960)  alcohol  addiction  phases  in  the  drinking  pattern 
of  alcoholics  (Davies,  1979;  Foster,  Horn,  &  Wanberg,  1972;  Horn,  1976; 
Kinney  &  Leaton,  1983;  Mann,  1959;  Moberg,  1976,  1978;  Strachan, 
1980;  Ward,  1983;  Wamberg &  Horn,  1973).    The  application  of  these 
four  phases— prealcoholic,  prodromal,  crucial,  and  chronic—often 
aids  in  the  diagnosis  of  alcoholism.    The  Criteria  Committee  (1972) 
of  the  National  Council  on  Alcoholism  (NCA)  has  set  forth  diagnostic 
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criteria  to  be  used  to  identify  individuals  at  multiple  levels  of 

alcohol  dependence.    In  concert  with  NCA, the  American  Medical 

Association  (1979)  developed  guidelines  for  diagnosis,  treatment, 

and  referral  of  alcoholics.    Knowledge  and  skills  in  the  criteria 

and  guidelines  for  diagnosis  and  treatment  of  alcoholics  are 

essential  for  all  health  care  professionals. 

Accepting  the  premise  that  alcoholism  is  a  disease  makes 

recognizing  and  accepting  that  it  is  no  respector  of  persons  easier 

(Mann,  1958;  Strachan,  1982).    Identifying  the  alcoholic  is  difficult. 

It  is  almost  impossible  to  tell  by  behavior  alone.    More  than  one 

person  has  been  called  an  alcoholic  who  is  not,  but  many  people 

with  serious  drinking  problems,  even  alcoholism,  manage  to  conceal 

the  problem.    More  than  80%  of  adult  Americans  drink  alcoholic 

beverages  at  one  time  or  another,  so  alcoholism  is  a  potential 

hazard  to  almost  everyone.    Terhune  (1975)  said: 

Man  has  enjoyed  alcohol's  pleasant  effects  for  a  long 
time  and  lived  by  the  myth  that  he  will  not  become 
addicted.    But  let's  explore  this  myth  right  now. 
In  the  course  of  a  lifetime,  one  out  of  eight  adults 
now  living  in  the  United  States  will  become  either 
alcoholic  or  seriously  handicapped  by  alcohol 
dependency.    Everyone  is  vulnerable.  ...  (p.  5) 

Alcoholics  are  found  in  all  walks  of  life:    rich  and  poor,  educated 

and  illiterate,  godly  and  ungodly,  young  and  old,  men  and  women, 

atheist  and  Christian,  normal  and  abnormal,  and  everything  in 

between  (Alcoholics  Anonymous,  1976;  DeLuca,  1981;  Mann,  1958; 

Ward,  1983). 

The  major  difference  between  alcoholic  drinking  and  any  other 
type  of  drinking  is  the  alcoholic's  consistent  lack  of  control. 
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Regardless  of  the  stage  of  alcoholism,  alcoholics  can  neither  predict 
nor  determine  when  they  will  stop  drinking.    While  there  are  as  many 
definitions  of  an  alcoholic  as  there  are  for  alcoholism,  researchers 
(Gitlow  &  Peyser,  1980;  M.  Keller,  1962;  Wexberg,  1951)  argue  that  the 
key  definitional  components  depict  alcoholics  as  persons  who,  once  they 
start  drinking,  cannot  guarantee  when  they  will  stop  or  what  their 
behavior  will  be.    Additionally,  alcoholics  experience  serious  social 
or  health  problems  related  to  alcohol  (Alcoholics  Anonymous,  1976; 
Cahalan,  1969,  1970;  Estes  &  Heinemann,  1982;  M.  Keller,  1962;  Ray, 
1983;  Ward,  1983;  Woodruff,  Goodwin,  &  Guze,  1974). 

According  to  the  Comprehensive  Alcoholism  Prevention  Rules  of 
HHES  (1979),  individuals  in  treatment  for  alcoholism  in  publicly 
funded  alcoholism  treatment  facilities  have  experienced  both  health- 
and  social -related  problems.    In  an  effort  to  provide  a  comprehensive 
treatment  modality,  the  State  of  Florida  mandates  the  following 
services  for  alcoholic  clients:    psychosocial  evaluation  prior  to  or 
immediately  after  assignment  to  treatment;  rehabilitation  services 
to  prevent  continuing  deterioration  of  clients'  existing  level  of 
functioning  and  to  maximize  all  potential  that  alcoholics  may  have 
in  self-help  skills,  social  skills,  recreational  skills,  and  work 
skills;  care  services  including  room  and  shelter,  personal  care, 
nutritious  meals,  income  maintenance,  transportation,  and  supervised 
observation;  and  treatment  and  counseling  services  entailing 
individual  and  group  therapy,  family,  couple  or  parent  counsnling,  and 
educational,  motivational  therapy.    These  comprehensive  treatment 
services  are  in  agreement  with  the  treatment  provisions  outlined  in 
the  Comprehensive  Alcohol  Abuse  and  Alcoholism  Prevention,  Treatment 
and  Rehabilitation  Act  of  1970. 


25 


The  Effects  of  Alcohol  and  Tobacco  on  Oral  Health 

Alcoholism  increases  the  risk  of  a  multitude  of  health-related 
problems.    Heavy  drinking  and  the  use  of  tobacco  products  are  con- 
comitantly associated  (Harwood,  1979).    The  use  of  both  alcohol  and 
tobacco  are  positively  correlated  with  poor  oral  hygiene  habits 
(Dunkley  &  Carson,  1968;  Geist,  Evans,  &  James,  1979). 

Many  investigators  in  clinical  epidemiologic  studies  have 
associated  alcoholism  and  cirrhosis  of  the  liver  with  cancer  of  the 
mouth  and  pharynx  (Henefer,  1966;  Kamionkowski  &  Fleshier,  1965;  A. 
Keller,  1963,  1967;  Pindborg,  1963;  Pindborg,  Renstrup,  Joist,  &  Roed- 
Peterson,  1968).    Investigators  have  found  cancer  of  the  mouth,  tongue, 
pharynx,  larynx,  oropharynx,  esophagus,  and  liver  in  patients  who  were 
found  to  be  alcohol -dependent  or  to  have  alcohol -related  cirrhosis 
(Eckardt  et  al . ,  1981).    In  the  United  States,  these  sites  represent 
6.1%  to  9.1%  of  all  cancers  in  the  white  population  and  11.3%  to 
12.5%  in  the  black  population  (Tuyns,  1977).    In  other  parts  of  the 
world  where  these  cancers  occur  with  high  frequency,  researchers  have 
identified  heavy  drinking  as  a  causative  factor  (Groupe  &  Salmoiraghi, 
1979;  Schmidt  &  DeLint,  1972).    Jellinek  (1952)  specified  that  oral 
cancers  may  occur  singly  or  in  varying  conditions  with  other 
physiological  diseases  in  the  chronic  phase  of  alcoholism.  There 
is  little  doubt  that  ethanol  ingestion  can  be  dose-related  with 
elevated  incidence  of  oral  cancer,  cancer  of  the  oropharynx  and  the 
esophagus  (Gitlow  &  Peyser,  1980).    According  to  Eckardt  et  al. 
(1981),  these  observations  have  stimulated  research  into  the  possible 
role  alcohol  might  play  in  carcinogenesis.    While  the  etiology  of 
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cancer  remains  unknown,  a  joint  National  Cancer  Institute— National 
Institute  on  Alcohol  Abuse  and  Alcoholism  Conference  reviewed  several 
mechanisms  by  which  alcohol  might  exert  a  carcinogenic  effect  (Groupe 
&  Salmoiraghi,  1979).    Among  possibilities  investigators  are  currently 
studying  are  effects  of  prolonged  and  repeated  contact  of  body  tissues 
with  alcohol,  especially  in  strong  solutions;  alcohol-induced 
immunologic  suppression;  alcohol  as  a  cocarcinogen  with  tobacco;  and 
indirect  consequences  of  heavy  alcohol  use,  such  as  malnutrition, 
anemia  and  poor  hygiene. 

Alcohol  and  tobacco  appear  to  act  synergistical ly  in  the  patho- 
genesis of  oral  cancer.    Wynder  and  Stellman  (1977),  in  reporting  the 
results  of  a  study  with  cancer  patients,  noted  the  possible  cocarcino- 
genic  effect  of  tobacco  and  alcohol  as  a  dose-response  relationship 
for  ethanol  at  constant  tobacco  usage  in  both  men  and  women,  indicating 
that  the  risk  of  cancer  of  the  mouth,  tongue,  pharynx  and  larynx 
increased  with  the  amount  of  alcohol  consumed.    Tuyns,  Pequignot,  and 
Abbatucci  (1979)  found  that  the  combination  of  alcohol  consumption 
and  smoking  increased  the  risk  of  esophageal  cancer  in  a  multiplicative 
fashion.    Other  studies  have  also  supported  the  association  of  the 
chronic  use  of  alcohol  and  tobacco  and  the  presence  of  lesions 
involving  the  oral  cavity.    A.  Keller  and  Terris  (1965)  concluded  that 
heavy  drinking  and  tobacco  use  are  significant  for  cancer  of  the 
floor  of  the  mouth,  oropharynx,  tongue,  and  other  intraoral  sites. 
Lowry's  study  (1975)  of  100  cases  of  oral  and  pharyngeal  cancers 
revealed  that  88%  of  patients  with  cancer  of  the  tongue,  base  of 
the  tongue,  oral  and  hypopharynx,  floor  of  the  mouth,  and  carcinoma 


27 

in  the  neck  nodes  were  alcoholic.    Vincent  and  Marchetta  (1963)  studied 
196  patients  with  a  diagnosis  of  oral  and  pharyngeal  cancers  and 
indicated  that  92%  drank  excessive  amounts  of  alcohol  daily  and  85% 
of  these  patients  smoked  one  or  more  packages  of  cigarettes  a  day. 

Research  studies  show  a  positive  correlation  of  tobacco  use  with 
leukokeratosis  niconti  palati  (leukoplakia  of  the  palate),  leuko- 
keratosis  nicotina  glossi  (smoker's  tongue)  as  well  as  other  oral 
leukoplakias  or  precancerous  lesions  (Baric,  Alman,  Feldman,  & 
Chauncey,  1982;  Farman  &  Van  Wyk,  1977;  Hartselle,  1977;  Loftus, 
Baric,  Kapur,  &  Chauncey,  1981;  Mosadomi ,  Shklar,  Loftus,  &  Chauncey, 
1978;  Saietz,  1975).    Leukoedema  lesions,  velvet-like  diffuse 
wrinklings  frequently  located  to  the  buccal  mucosa  of  the  mouth,  are 
positively  correlated  with  tobacco  use.    A  study  conducted  by  Axell 
and  Henricsson  (1981)  demonstrated  that  leukoedema  was  significantly 
more  prevalent  among  individuals  with  some  daily  tobacco  habit  (60.0%) 
than  among  those  who  did  not  smoke  (36.3%).    Smoking  has  also  been 
correlated  with  oral  lichen  planus  (Neumann-Jensen,  Holmstrup,  & 
Pindborg,  1977)  as  well  as  other  cytologic  abnormalities  (Bastiaan  & 
Reade,  1976;  Hillman  &  Kissin,  1976). 

The  literature  supports  a  strong  association  of  heavy  drinking 
and  smoking  in  the  same  individuals.    A  study  by  Dreher  and  Fraser 
(1968)  showed  that  in  a  group  of  alcoholics  93%  of  men  and  91%  of 
women  were  smokers.    These  proportions  are  considerably  higher  than 
those  in  the  general  population.    Research  studies  also  support 
the  fact  that  both  smokers  and  heavy  drinkers  exhibit  poor  oral 
hygiene  (Bastiaan  &  Waite,  1978;  Larato,  1972).    Chronic  alcoholics 
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are,  therefore,  more  susceptible  to  the  effects  of  tobacco  and 
inadequate  oral  hygiene  on  plaque  and  calculus  formation  as  well  as 
the  subsequent  development  of  periodontal  disease. 

Bastiaan  and  Waite  (1978)  compared  the  rate  of  plaque  formation 
in  a  group  of  smokers  with  that  of  a  group  of  non-smokers.  The 
Silness  and  Lbe  (1964)  mean  Plaque  Index  scores  showed  a  trend  for 
plaque  to  form  more  rapidly  in  smokers  than  non-smokers.  Sheiham 
(1971)  demonstrated  that  much  of  the  increased  periodontal  disease 
seen  in  smokers  is  explained  by  the  higher  plaque  levels  present  in 
smokers.    While  research  indicates  that  tobacco  smoke  has  some 
antibacterial  properties  (Kier,  Yamaski ,  &  Ames,  1974),  other  studies 
have  demonstrated  no  effect  on  oral  microbial  flora  in  the  reduction 
of  bacterial  plaque  (Colman,  Beighton,  Chalk,  &  Wake,  1975;  Kenney, 
Saxe,  &  Bowles,  1975).    Bergstrom  (1981)  clearly  demonstrated  that 
smoking  has  no  antibacterial  potency  to  prevent  or  restrict  plaque 
formation  on  tooth  surfaces.    This  study  further  showed  that  the 
amount  of  plaque  was  comparatively  larger  and  the  plaque  accumulation 
rate  was  faster  during  the  period  when  study  subjects  were  smoking. 

Both  plaque  accumulation  and  calculus  formation  are  precursors 
to  periodontal  disease.    Kowalski  (1971)  found  that  smoking  has  a 
direct  effect  on  increased  formation  of  both  supragingival  and 
subgingival  calculus.    Sheiham  (1971)  further  linked  an  increase  of 
oral  debris  and  calculus  and  more  severe  periodontal  disease  in 
smokers.    This  study  also  demonstrated  a  decrease  in  oral  cleanliness 
among  smokers.    In  a  chronological  review  of  the  literature  on  smoking 
and  periodontal  disease,  Schwartz  and  Baumhammers  (1972)  pointed  out 
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that  clinical  researchers,  with  two  exceptions,  found  that  smoking  is 
an  important  local  predisposing  factor  in  both  gingivitis  and 
periodontal  disease.    Recent  studies  by  Bastiaan  (1979),  Preber,  Kant, 
and  Bergstrom  (1980),  and  Seffrin  and  Grove  (1982)  support  previous 
research  that  oral  hygiene  is  poorer  in  smokers  than  in  non-smokers. 
Also,  the  severity  of  gingivitis  and  periodontitis  is  greater  in 
smokers  and  this  is  due  to  increased  plaque  deposition  on  tooth 
surfaces.    In  a  1983  study  by  Bergstrom  and  Floederus-Myrhed,  the 
association  between  poorer  levels  of  periodontal  health  and  smoking 
remained  even  after  accounting  for  factors  such  as  age,  race,  sex, 
oral  hygiene  and  socioeconomic  status. 

The  Importance  of  Self-Perception  in  Motivating  Alcoholics 

Self-esteem  and  self-concept  are  vital  components  in  alcoholism 
recovery  as  well  as  in  the  learning  process.    While  there  is  contro- 
versy regarding  the  role  of  negative  self-image  as  a  precursor  to 
addiction.,  the  literature  supports  the  fact  that  active  alcoholics 
have  a  poor  self-image  and  low  self-esteem  (Blane,  1970;  Johnson, 
1980).    Self-perceptions  are  multi-dimensional  consisting  of  self- 
feelings  regarding  the  roles  people  play  and  the  competency  they  feel 
in  these  roles  as  well  as  individuals'  views  of  personal  attributes 
including  physical  appearance  (Beane,  1982).    Thus,  the  ideas  of 
self-concept  and  self-esteem  refer  to  a  collage  of  self-views 
including  self  as  a  spouse  or  parent,  as  an  alcoholic,  as  a  learner, 
or  as  self  in  any  role  or  attribute  of  one's  life.    Researchers  also 
suggest  that  self-perceptions  are  related  to  various  aspects  of  the 
educational  process  including  learning,  academic  achievement,  and 
perceptions  of  others  (Beane,  Lipka,  &  Ludewig,  1980). 
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After  many  years  of  inability  to  control  his  or  her  life,  the 
alcoholic  has  feelings  of  low  self-worth.    This  fact  is  evidenced  by 
the  consistent  reporting  of  low  self-concept  scores  in  alcoholic 
individuals  (Vanderpool,  1969),  Feelings  of  inferiority,  disliking 
of  self,  isolation,  and  anxiety  are  common  results  of  alcoholism. 
When  these  negative  feelings  exist,  the  human  needs  for  growth  and 
self-actualization  are  hindered,  and  motivation  toward  positive 
action  is  decreased. 

Maslow  (1954)  proposed  that  the  concept  of  growth  motivation 
be  used  in  lieu  of  motivation  based  on  deficiency  or  need.    A  move- 
ment toward  health  which  implies  change,  growth,  and  learning  entails 
satisfaction  of  basic  needs  (Maslow,  1962).    Maslow's  model  includes 
a  hierarchy  of  needs  from  physiological  needs  through  security, 
social  and  esteem  needs  to  self-actualization.    Once  the  lower  needs 
level  is  satisfied,  the  higher  level  needs  come  out.  Maslow's 
hierarchy  has  been  used  extensively  in  dentistry,  especially  in 
plaque  control  for  oral  hygiene  (Huntley,  1980).    It  has  also  been 
used  widely  in  the  therapeutic  aspects  of  alcoholism  recovery 
(Brecher,  1972).    For  the  alcoholic  to  successfully  move  through 
the  realms  of  Maslow's  hierarchy  requires  learning  to  value  and 
motivation  to  feel  good  about  oneself. 

With  the  progression  of  alcoholism,  decreased  self-esteem  usually 
results  in  a  lack  of  attention  to  grooming  and  personal  appearance. 
This  outward  appearance  may,  in  fact,  be  an  accurate  reflection  of 
the  deteriorated  emotional  and  physical  condition  (Kinney  &  Leaton, 
1983). 
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The  dental  literature  supports  the  fact  that  one  of  the  problems 
associated  with  chronic  alcoholism  is  long-term  neglect  of  the 
dentition  (Weber,  Sherman,  &  Stoopack,  1979).    Dental  neglect 
includes  tooth  loss,  multiple  carious  lesions,  and  periodontal 
disease.    Dunkley  and  Carson  (1968)  reported  that  the  dental  needs 
of  alcoholics  as  a  group  appear  to  be  significantly  higher  than  the 
needs  of  others  of  the  same  age  in  the  general  population.  The 
manifestation  of  dental  neglect,  including  halitosis,  will  only 
persist  in  contributing  to  the  alcoholic's  poor  self-image. 

Since  both  recovery  from  alcoholism  and  improvement  in  oral 
hygiene  status  are  clearly  linked  to  increased  self-esteem  and  self- 
perception,  the  skillful  and  sensitive  health  professional  must 
perceive  cues  in  the  alcoholic's  verbal  and  non-verbal  expressions 
about  self.    These  cues  can  be  useful  guides  in  determining  the 
therapeutic  modality  to  which  the  alcoholic  will  respond.  These 
cues  are  also  beneficial  in  ascertaining  the  type  of  individualized 
instruction  that  would  motivate  the  alcoholic  in  improving  oral 
hygiene  techniques. 

Zimberg  (1978)  listed  assertive-behavior  training,  self-rewards, 
and  behavioral  actions  in  the  real  world  as  three  mechanisms  for 
improving  self-esteem.    Verdery  (1973)  stated  that  group  experiences 
and  relationships  provide  the  best  testing  ground  for  alcoholics 
in  dealing  with  their  emotions  and  with  problems  of  living.  In 
particular,  feelings  of  isolation  and  self-esteem  are  improved 
considerably  in  group  experiences  as  opposed  to  one-to-one  therapy. 
Vaillant  (1983)  cited  several  studies  that  support  the  theory  of 
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group  experience  or  peer  support  groups  as  the  best  means  of  altering 
attitudes  by  affecting  self-esteem.    The  Alcoholics  Anonymous  (AA) 
model  provides  a  feeling  of  group  solidarity  that  in  turn  provides 
a  sense  of  belonging  and  an  opportunity  to  share  emotional  problems 
(Trice,  1983).    For  newly  sober  alcoholics,  belonging  to  a  group  of 
caring  individuals  who  have  found  solutions  to  the  typical  problems 
encountered  by  alcoholics  helps  to  alleviate  feelings  of  isolation 
and  enhances  self-worth  (Vaillant,  1983).    The  philosophy  of  the  AA 
model  is  frequently  used  in  alcoholism  therapy  because  of  the  high 
success  rate  of  recovery  that  is  provided  in  group  cohesiveness  by 
generating  a  sense  of  belonging  and  self-esteem  (Moore  &  Buchanan, 
1968). 

Kinney  and  Leaton  (1983)  defined  group  therapy  as  "the  use  of 
any  group  experience  to  promote  change  in  the  members"  (p.  199). 
They  advise  that  is  is  better  to  have  different  types  of  groups 
available  and  to  have  members  participating  in  several  groups  in 
order  to  effectively  meet  individual  needs.    These  authors  suggest 
four  major  group  focuses— education,  self -awareness,  problem 
solving,  and  activity/resocial ization. 

Regardless  of  the  type  of  group,  certain  functions  that  are 

initially  the  responsibility  of  the  group  leader  need  to  be  performed. 

Kinney  and  Leaton  (1983)  suggested  the  following  roles: 

Initiating--suggesting  ideas  for  the  group  to  consider, 
getting  the  ball  rolling. 

Elaborating  or  clarifying— clearing  up  confusion,  giving 
examples,  expanding  on  other  persons'  contributions. 

Summarizing--pull ing  together  loose  ends,  restating  ideas. 
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Facil itating--encouraging  others'  participation  by  asking 
questions,  sharing  interest. 

Expressing  group  feel ings--recognizing  moods  and  relation- 
ships within  the  group. 

Giving  feedback--sharing  your  response  to  what  is  happening. 

Seeking  feedback--asking  for  others'  responses  to  what  you 
are  doing,  (p.  201 ) 

While  eventually  group  members  share  the  responsibility  for  these 
functions,  the  group  leader  should  always  serve  as  the  role  model. 
The  leader  not  only  sets  the  example  of  how  to  act  in  a  group  but 
also  demonstrates  what  healthy  behavior  looks  like. 

The  reaction  of  others  to  a  person  helps  shape  that  person's 
concept  of  self  (Hildegard,  1949).    Sincere  empathy  for  the  patient 
is  of  prime  importance  in  working  with  alcoholics  (Gitlow  &  Peyser, 
1980).    Investigators  have  indicated  that  attitude,  warmth,  empathy, 
caring,  and  technique  of  those  with  the  alcoholic  can  make  a  major 
difference  in  changing  behaviors  (Strachan,  1982). 

Accurate  empathy  is  defined  by  Truax  and  Carkhuff  (1967)  as 
"both  the  therapist's  sensitivity  to  current  feelings  and  his  verbal 
facility  to  communicate  this  understanding  in  a  language  attuned  to 
the  client's  current  feelings"  (p.  46).    While  others  may  question 
the  influencing  value  of  empathy,  Gladstein  (1977)  emphasized  its 
importance  in  that  most  psychotherapy  and  counseling  texts  stress 
the  role  of  empathy  in  working  with  people. 

Society  is  becoming  increasingly  aware  of  the  importance  of  the 
interpersonal  interaction  between  teacher  and  student  in  affecting 
cognitive  growth  (Aspy  &  Roebuck,  1977).    These  skills  revolve  around 
a  teacher's  ability  to  provide  certain  core  conditions  originally 
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outlined  by  Rogers  (1957)  as  "the  necessary  and  sufficient  conditions 
for  any  helping  relationship"  (p.  96).    In  addition  to  others,  the 
conditions  of  warmth,  empathy,  and  genuineness  are  essential 
ingredients  found  among  successful  teachers  and  therapists  (Aspy  & 
Roebuck,  1977;  Harbach  &  Asbury,  1976). 

Social  scientists  generally  agree  as  to  the  importance  of  these 
conditions  in  any  helping  relationship.    Several  investigators  have 
indicated  that  students  taught  by  teachers  who  effectively  communicate 
high  levels  of  warmth  and  empathy  are  more  likely  to  exhibit  growth 
on  indices  of  functioning  (Aspy,  1969;  Aspy  &  Hadlock,  1967;  Aspy  & 
Roebuck,  1976).    When  warmth  is  defined  as  the  professionals'  ability 
to  demonstrate  that  they  care  for  clients  as  persons,  the  degree  to 
which  the  professional  is  able  to  communicate  caring  for  the 
individual  as  a  person  of  worth  aids  in  increasing  a  positive  inter- 
personal relationship.    Seldom  is  warmth  communicated  without  empathy 
(Gazda,  Asbury,  Blazer,  Childers,  &  Walters,  1977).    Empathy  refers 
to  the  health  professional's  ability  to  communicate  an  understanding 
of  the  client's  interpersonal  communications.    Empathetic  understanding 
must  be  expressed  in  words  for  the  client.    Rogers  (1957)  stated  that 
"unless  some  communication  of  these  attitudes  has  been  achieved,  then 
such  attitudes  do  not  exist  in  the  relationship  as  far  as  the  client 
is  concerned,  and  the  therapeutic  process  could  not,  by  our  hypothesis, 
be  initiated"  (p.  99).    In  this  type  of  communication,  the  client  must 
perceive  the  conditions  of  empathy  and  warmth  in  order  for  them  to  be 
effective  teacher  or  therapist  conditions. 

"Advocates  of  affective  education  maintain  that  concerns  for 
student  attitudes,  feelings,  and  emotions  are  important  facets  of  the 
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learning  process  .  .  ."  (Combs,  1982,  p.  495).    Combs  also  supported 
the  research  of  Aspy,  Roebuck  and  others  on  the  importance  of  self- 
concept,  belonging,  being  cared  for,  and  the  group  experience  as 
methods  for  significant  increases  in  learning  and  growth. 

In  dealing  with  alcoholics  as  adult  learners,  the  literature 
supports  the  fact  that  adult  learners  are  goal  directed  and  learning 
is  facilitated  by  a  problem-centered  approach  that  has  direct 
applicability  (Tarnow,  1979).    Additionally,  adults  prefer  short-term 
workshops  and  discussion  groups  as  methods  of  learning  (Carp,  Peter- 
son, &  Roelfs,  1974).    The  alcoholic  adult  needs  to  feel  secure  and 
have  a  sense  of  belonging.    When  the  teacher  applies  techniques  of 
affective  education,  cognitive  learning  will  also  occur  (Newberg  & 
Love,  1982).    Applying  the  techniques  of  affective  education  can 
motivate  adults  in  improving  oral  hygiene  (Huntley,  1981)  which  will 
in  turn  promote  positive  self-esteem. 

Health  professionals  who  work  with  alcoholics  must  be  cognizant 
of  the  necessity  of  applying  the  components  of  affective  education 
in  working  with  adults.    These  health  professionals  must  not  only 
be  empathetic,  but  they  must  communicate  empathy  and  warmth  to  the 
patients.    In  so  doing,  they  can  promote  positive  self-perceptions 
on  the  part  of  the  alcoholic  and,  as  Vaillant  (1983)  stated,  when 
the  alcoholic's  self-esteem  becomes  more  positive  that  person  regains 
the  capacity  to  listen.    When  this  occurs,  the  learning  process  is 
initiated  and  the  alcoholic  individual  can  be  motivated  in  an 
educational  experience. 
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The  Significance  of  Dental  Health  Instruction 

The  daily  removal  of  bacterial  plaque  is  one  key  to  reducing  the 
incidence  of  oral  periodontal  disease,  gingivitis,  and  dental  caries. 
Dental  health  education  offers  the  best  means  of  introducing  patients 
to  the  necessary  mechanics  of  plaque  removal.    However,  while  many 
dentists  and  hygienists  believe  that  they  offer  effective  patient 
education,  frequently  the  type  of  education  they  provide  will  not 
result  in  behavior  change  (Coombs,  1980).    The  patient  may  receive 
only  factual  information  regarding  the  disease  process  or  instruction 
in  brushing  techniques.    These  types  of  information  processes  have 
failed  in  many  settings  because  the  central  principles  related  to 
behavior  change  are  lacking  (Cohen  &  Lucye,  1970;  Levey,  Weinstein,  & 
Milgrom,  1977).    Factual  information  by  itself  is  not  effective  in 
motivating  people  to  adopt  new  habits  or  alter  current  behavior. 
Even  motivated  individuals  who  are  offered  only  factual  information 
are  often  unable  to  establish  and  maintain  new  dental  habits  (Petrie, 
1979). 

Studies  by  Coombs  (1980),  Penland  (1982),  and  Petrie  (1979) 
support  the  fact  that  knowledge  alone  is  not  an  effective  criterion 
for  change  in  oral  health  status.    Moore  (1978)  further  stated  that 
an  individual's  dental  IQ  would  make  a  major  difference  in  the 
determination  of  an  effective  instructional  approach  to  change  in 
dental  habits. 

Researchers  clearly  indicate  that  in  order  for  educational 
efforts  to  be  effective  their  initiators  must  take  into  account 
individual  differences  in  people  (Coombs,  1980;  Craft,  1978;  Emery, 
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1975;  Gambrall  &  Gernert,  1975).    According  to  Coombs  (1980),  the 
development  of  dental  health  educational  programs  should  include 
assessment  of  the  patient's  individual  educational  needs,  an 
educational  diagnosis,  patient  motivation  to  achieve  the  prescribed 
preventive  behaviors,  and  a  system  for  monitoring  and  reinforcing 
the  patient's  progress  toward  achieving  optimum  goals. 

The  use  of  a  variety  of  methodologies  in  dental  health 
instruction  is  well  documented.    The  one-to-one  method  is  advocated 
as  essential  in  the  initial  phase  of  instruction  (Gambrall  &  Gernert, 
1975).    Petrie  (1979)  suggested  the  concept  of  co-diagnosis  as  the 
answer  to  learning.    Using  this  concept  the  dental  instructor  and 
the  patient  learn  together  so  that  the  teaching  process  becomes  one 
of  facilitation  with  the  dental  auxiliary  acting  as  the  facilitation. 
Durlak  and  Levine  (1975)  showed  that  group  interaction  can  also  be 
effective  in  producing  sensitive  changes  in  oral  health.    In  their 
study  36  patients  completed  a  group-oriented  oral  health  program. 
The  results  demonstrated  decreased  gingival  bleeding  and  reduction 
of  periodontal  pocket  depth  measurements.    Coombs  (1980)  also 
reported  that  educating  groups  strengthens  the  one-to-one  approach. 
Furthermore,  the  group  approach  has  been  shown  to  significantly 
increase  the  likelihood  of  permanent  dental  hygiene  changes  in 
behavior  among  individuals.    In  either  individual  or  group 
instruction,  active  patient  participation  is  essential  (Crunk, 
1982;  Evans,  1978;  Huntley,  1981;  Martin  &  Mauldin,  1983). 

The  dental  literature  is  as  varied  on  the  types  of  effective 
techniques  as  it  is  on  types  of  methodologies.    In  previous  studies, 
improvement  in  plaque  levels  occurred  with  little  or  no  personal 
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contact.    Bratthal  (1967)  brought  about  improved  oral  hygiene  by 
programmed  self-instruction,  while  Zaki  and  Brandt  (1971)  demonstrated 
the  successful  use  of  audio-visual  machines  alone  in  teaching  oral 
hygiene.    In  comparing  person-to-person  chairside  instruction  with 
programmed  instruction,  Radentz,  Barnes,  Carter,  Ail  or  and  Johnson 
(1973)  demonstrated  that  closed  circuit  television  was  as  effective 
as  chairside  instruction  in  teaching  dental  flossing  procedures, 
and  further  that  the  television  method  was  more  efficient  than  the 
one-to-one  method.    However,  these  authors  also  recommended 
investigating  the  effect  of  combining  the  two  methods  of  instruction. 
More  recent  studies  support  the  necessity  of  individual  contact 
(Bailey,  1975;  Barnett  &  Kowal,  1982;  Cramner,  Sandell,  &  Soder,  1981; 
Dodson,  1984;  Emery,  1975)  as  well  as  the  combination  of  the  two 
methods  (Bailey,  1975;  Decker,  1978;  Evans,  1978;  Kerschbaum  &  Stapf, 
1977;  Neiburger,  1981;  Zaki  &  Brandt,  1971). 

While  the  dental  literature  supports  multifaceted  approaches, 
based  on  individual  differences,  motivation  consistently  emerges  as 
the  prime  factor  in  oral  hygiene  improvements.    In  order  for  dental 
health  educators  to  motivate  patients,  they  must  learn  counseling 
skills  that  can  facilitate  patient  compliance  (Martin  &  Mauldin, 
1983).    Strack,  McCullough  and  Conine  (1980)  compared  compliance 
with  oral  hygiene  instruction  and  hygienists'  empathy.    While  they 
found  no  statistical  significance  between  compliance  and  hygienists' 
empathy,  they  found  a  positive  relationship  between  hygienists' 
empathy  and  their  patients'  observance  of  oral  hygiene  instruction. 
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Truax  and  Mitchell  (1971)  analyzed  the  attributes  of  psycho- 
therapists who  were  effective  in  producing  behavioral  change  in  their 
patients.    Results  from  this  study  showed  three  characteristics  of  an 
effective  psychotherapist:    this  person  (a)  was  nonphony,  nondefensive, 
authentic,  or  genuine;  (b)  provided  a  safe,  nonthreatening,  secure, 
and  trusting  atmosphere  through  acceptance  of  self  and  through 
positive  regard,  love,  valuing,  and  nonpossessive  warmth  for  the 
patient;  and  (3)  had  a  high  degree  of  rapport  and  accurate  emphatic 
understanding  of  the  patient.    Even  though  particular  plaque  control 
techniques  may  vary  from  one  dental  auxiliary  to  another  and  from 
one  patient  to  another,  the  underlying  personality  characteristics 
are  the  same;  therefore,  the  characteristics  outlined  by  Traux  and 
Mitchell  could  serve  as  guidelines  for  an  effective  dental  educator 
(Hausmann  &  Hausmann,  1976;  Walsh,  1979). 

More  important  than  the  dental  information  related  is  how  the 
hygienist  relates  to  the  patient  (Martin  &  Mauldin,  1983).    In  order 
to  facilitate  patient  motivation,  a  hygienist  must  approach  the 
patient  confidently  (Crunk,  1982)  and  demonstrate  credibility  by  a 
confident,  warm,  and  pleasant  tone  of  voice  (Hoi tzhausen,  1981). 
The  hygienist  must  also  be  observant  of  nonverbal  behaviors  (Martin 
Mauldin.  1983;  Runyon  &  Krolls,  1978)  and  practice  active  listening 
(Barnett  &  Kowal,  1982).    Dental  health  professionals  can  achieve 
these  roles  only  when  they  themselves  are  highly  motivated  to  spend 
the  time,  patience,  and  energy  to  determine  each  patient's  needs 
and  to  guide  and  encourage  each  to  a  self-care  preventive  hygiene 
program  (Crunk,  1982;  Seiwert,  1979;  Shulman,  1974). 
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According  to  Walsh  (1979)  one  person  cannot  directly  motivate 
another.    Motivation  must  come  from  within  the  individual.    In  order 
to  effectively  bring  about  behavioral  change  the  dental  health 
educator  must  acknowledge  the  existence  of  need  at  all  five  levels 
of  Maslow's  hierarchy  (Maslow,  1954).    In  addressing  patients'  needs 
the  educator  can  strive  to  awaken  or  stimulate  the  motivation  of 
patients  (Huntley,  1981;  Walsh,  1979).    Other  dental  researchers 
advocate  that  in  addition  to  recognizing  patients'  needs,  dental 
professionals  must  motivate  patients  to  become  more  self-reliant 
in  their  plaque  control  programs  (Hausmann  &  Hausmann,  1976).  One 
method  of  assuring  this  self-reliance  is  based  on  the  Internal- 
External  Locus  of  Control  developed  by  Rotter  (1976).    Having  made 
a  determination  on  the  patients'  locus  of  control,  the  professional 
can  effectively  individualize  instruction  (Ayer,  1979;  Barnett  & 
Kowal,  1982).    In  using  an  affective  model  for  patient  motivation, 
Huntley  (1981)  emphasized  that  one  key  in  motivating  behavioral  change 
is  the  shift  from  external  authority  to  internal  control.    She  also 
advocated  the  therapeutic  alliance  as  an  alternative  approach.  This 
approach  is  based  on  John  Dewey's  inquiry  or  discovery  learning 
(Rokeach,  1973).    In  the  therapeutic  alliance,  the  patient  is  placed 
in  control  and  becomes  the  authority.    The  therapeutic  alliance 
between  the  patient  and  professional  is  initiated  once  the  patient 
is  no  longer  dependent  on  the  professional. 

If  behavioral  change  is  to  occur,  the  professional  must  plan 
patient  instruction  carefully.    An  assessment  of  needs,  skills  and 
resources  is  essential  (Gambrall  &  Gernert,  1975;  Holtzhausen,  1981). 
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Although  the  approaches  may  vary,  researchers  agree  on  the  following 
major  tenets  of  motivating  patients  to  effectively  change  and  maintain 
their  level  of  optimum  dental  health:    the  establishment  of  communica- 
tion, evaluation  of  individuals  in  terms  of  possible  motivational 
incentives,  use  of  a  variety  of  motivational  techniques  such  as 
self-pacing  and  delivering  incremental  amounts  of  information,  super- 
vision of  patients'  practice,  repeating  instruction,  providing 
immediate  feedback,  giving  positive  reinforcement,  and  using 
mechanical  aids  that  have  demonstrated  potential  value  (Bakdash,  1979; 
Barnett  &  Kowal ,  1982;  Bourne,  1983;  Coombs,  1980;  Hausmann  &  Hausmann, 
1976;  Huntley,  1979;  Moore,  1978;  Runyon  &  Krolls,  1978;  Seiwert, 
1979;  Shulman,  1974;  Tsamtsouris,  1978). 

The  use  of  toothbrushes  has  long  been  a  part  of  oral  hygiene. 
It  is  the  principal  instrument  in  general  use  for  plaque  removal  as 
part  of  dental  disease  control  (Wilkins,  1983).    Currently,  innumerable 
commercially  developed  toothbrushes  are  on  the  market.    These  brushes 
not  only  vary  in  size  and  shape,  they  also  are  constructed  of  both 
natural  and  artificial  fibers.    The  bristles  vary  from  soft  through 
medium  to  hard.    Patients  who  have  not  received  professional  advice 
concerning  the  type  of  brush  to  use  for  their  particular  oral 
characteristics  have  generally  selected  brushes  on  the  basis  of  cost, 
advertising  claims,  availability,  habit,  o.r  family  tradition  (Wilkins, 
1983). 

Controversy  exists  on  how  regularly  bacterial  plaque  must  be 
removed  from  the  teeth  in  order  to  maintain  oral  health  (Ariaudo, 
1971;  Armin,  1971;  Kitchin,  1956;  Loe,  1971).    Researchers  indicate 
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that  as  the  frequency  of  personal  oral  care  increases,  plaque  levels 
decrease  (Greene  &  Vermillion,  I960;  McKendrick,  Barbenel,  &  McHugh, 
1970).    Still  other  considerations  such  as  the  quality  of  toothbrushing 
and  a  controlled  environment  to  evaluate  patients'  frequency  of 
brushing  are  important.    Controlling  for  these  variables,  Lang, 
Cummin,  and  Loe  (1973)  conducted  a  study  comparing  brushing  frequency 
as  it  related  to  plaque  development  and  gingival  health.  They 
determined  that  effective  oral  hygiene  procedures  at  intervals  of  48 
hours  are  compatible  with  gingival  health.    Gingivitis  developed  when 
the  intervals  between  complete  removal  of  bacterial  plaque  exceeded 
the  48  hours. 

According  to  Wilkins  (1983),  no  set  rule  on  the  frequency  of 
brushing  required  for  effective  oral  hygiene  is  applicable.    Due  to 
individual  variations,  the  dental  care  professional  should  place 
emphasis  on  patient  education  in  plaque  removal  rather  than  on 
frequency  of  brushing.    For  individuals  who  have  difficulties  in 
changing  oral  hygiene  habits,  one  thorough  daily  brushing  is  better 
than  several  incomplete  attempts. 

Throughout  the  history  of  dentistry,  dental  health  professionals 
have  advocated  numerous  toothbrushing  techniques.    In  their  time 
Goldman,  Schluger.  Fox,  and  Cohen  (1964)  listed  at  least  seven  methods 
of  toothbrushing-those  of  Charters,  Stillmans,  Bells,  Fones,  Bass, 
and  Hirschfields,  and  the  use  of  powered  brushes.    Wilkins  (1983) 
listed  eight  methods-Roll  or  Rolling  Stroke,  Bass'  Sucular  Brushing, 
Modified  Stillman,  Charters',  Fones'  Circular  Brushing,  Leonard's 
Vertical  Brushing,  Smith's  Physiologic  Method,  and  the  Scrub  Brush 
Method. 
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A  review  of  the  dental  literature  indicates  divergent  opinions 
on  the  effectiveness  of  toothbrushing  techniques  as  well  as  different 
types  of  toothbrushes.    Only  a  few  investigators  have  conducted  well- 
defined  and  controlled  clinical  comparisons.    Some  researchers  have 
shown  the  cleaning  effect  of  different  methods  that  used  the  same 
toothbrush  (Frandsen,  Barbano,  Suomr,  Change,  &  Houston,  1972; 
Hansen  &  Gjermo,  1971)  while  other  authors  have  shown  the  effect  of 
different  toothbrushes  used  with  the  same  brushing  method  (Padbury  & 
Ash,  1974;  Schifter,  Emling,  Seibert,  &  Yankell ,  1983;  Vowles  &  Wade, 
1977).    Studies  by  Arai  and  Kinoshita  (1977)  and  Carter,  Barnes, 
Woolridge  and  Ward  (1974)  demonstrated  effective  cleaning  using 
various  toothbrushes  with  different  toothbrushing  methods.  O'Leary 
(1970)  wrote  that  "one  cannot  state  that  a  particular  toothbrush  or 
brushing  technique  is  clearly  superior  to  another"  (p.  625).  Shick 
and  Ash  (1961)  stated  that  a  new  toothbrush  with  written  instructions 
seemed  to  be  more  important  than  the  type  of  toothbrush  or  brushing 
method.    Davis  (1980)  and  Less  (1972)  declared  that  it  was  not  the 
technique  but  rather  the  thoroughness  with  which  brushing  is  conducted. 
Other  reserach  indicated  that  the  important  factor  was  the  type  of 
dentifrice  used  on  the  brush  ("Toothbrushing,"  1981).    While  the 
dental  literature  supports  diverse  efforts  for  effective  plaque 
control,  most  dental  researchers  agree  that  toothbrushing  does  not 
completely  remove  bacterial  plaque  from  all  tooth  surfaces  (Arai  & 
Kinoshita,  1977;  Carter,  Barnes,  Woolridge,  &  Ward,  1974;  De  La  Rosa, 
Guerra,  Johnston,  &  Radike,  1979;  Frandsen,  Barbano,  Suomi,  Change, 
&  Houston,  1972;  Kleber,  Putt,  &  Muhler,  1981;  Vowles  &  Wade,  1977). 
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Brushing  is  relatively  ineffective  in  removing  interproximal 
deposits  of  plaque.    The  use  of  dental  floss  appears  to  have  been  pro- 
posed by  Parmby  in  1819;  however,  not  until  1948  did  Bass  (1948) 
introduce  what  he  considered  the  ideal  characteristics  of  dental 
floss.    In  addition  to  waxed  and  unwaxed  dental  floss,  numerous  other 
products  are  available  for  interdental  cleaning:    dental  tape,  perio- 
aid,  Stim-u-Dent,  Go-Between,  interproximal  brushes,  toothpicks, 
rubber  cone  stimulators,  and  oral  irrigators.    In  studies  conducted 
to  evaluate  these  aids,  dental  floss  is  generally  indicated  as  the 
most  effective  for  interdental  plaque  removal  (Gjemio  &  Flotra,  1970). 

Bergenholtz,  Bjorne  and  Vikstrom  (1974)  demonstrated  that 
rectangular  toothpicks  removed  plaque  only  from  the  buccal  part  of 
the  proximal  tooth  surface,  but  triangular  toothpicks  and  dental  floss 
are  effective  on  both  the  buccal  and  lingual  parts  of  the  proximal 
and  axial  surfaces.    In  a  later  study  Bergenholtz  and  Brithon  (1980) 
showed  that  in  general  dental  floss  had  a  higher  plaque-removing 
potential  than  triangular  toothpicks,  especially  on  lingual  axial 
surfaces.    The  effects  of  other  interdental  aids  have  also  been 
studied.    In  comparing  the  effectiveness  of  plaque  removal  by  the  proxy- 
brush  and  rubber  cone  stimulator,  Nayak  and  Wade  (1977)  found  no 
significant  differences;  however,  a  majority  of  patients  preferred 
the  proxybrush.    Boudreaux  (1977)  compared  embroidery  thread  with 
unwaxed  dental  floss  for  the  effect  on  interdental  gingiva  and  found 
the  thread  showed  significantly  less  gingival  inflammation.  In 
evaluating  a  new  elastomeric  interdental  cleaning  aid,  Emling,  Cohen 
and  Yankell  (in  press)  stated  that  Go-Betweens  were  as  effective  as 
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dental  floss  in  plaque  removal  and  cleaned  the  teeth  more  rapidly. 
In  another  recent  study,  Abelson,  Barton,  Maietti  and  Cowherd 
(1981)  found  that  while  the  result  use  of  either  Super  Floss  or 
unwaxed  dental  floss  resulted  in  improved  gingival  health,  Super 
Floss  was  superior  to  unwaxed  dental  floss.    Barton  and  Diamond 
(1980)  compared  the  effectiveness  and  patient  acceptance  between 
hand-held  floss  and  dental  floss  held  by  a  mechanical  device.  Both 
were  equally  effective  in  reducing  gingival  bleeding,  but  patients 
preferred  the  mechanical  flossing  device  by  a  ratio  of  four  to  three. 

Most  dental  health  professionals  recommend  the  use  of  either 
waxed  or  unwaxed  dental  floss  as  the  most  appropriate  interproximal 
cleaning  device.    Some  dental  researchers  have  found  waxed  floss  to 
be  more  effective  in  plaque  removal  (French  &  Friedman,  1975);  others 
have  reported  unwaxed  dental  floss  to  be  slightly  to  moderately  more 
effective  than  waxed  floss  (Carter,  Barnes,  Radentz,  Levin,  & 
Bhaskar,  1975;  Wheatcroft,  1976;  Voigt  &  Elias,  1984);  and  finally, 
several  studies  indicated  no  significant  difference  between  waxed  and 
unwaxed  dental  floss  in  the  removal  of  interproximal  bacterial  plaque 
(Finkelstin  &  Grossman,  1979;  Lamberts,  Wunderlich,  &  Caffesse,  1982; 
Lobene,  Soparkar,  &  Newman,  1982). 

Fluoride  as  an  Antimicrobial  Agent 

Fluoride  is  made  available  to  the  tooth  structure,  periodontal 
tissues,  and  oral  flora  of  the  mouth  by  two  general  means:  systemicall 
through  circulation  to  developing  teeth  and  supporting  structures,  and 
topically,  directly  to  the  exposed  surfaces  of  the  teeth  and  the 
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periodontium.    As  a  systemic  nutrient,  fluoride  is  available  from 
prescribed  dietary  supplements,  in  small  amounts  from  certain  foods, 
and  predominately  from  community  drinking  water,  either  naturally  or 
by  fluoridation.    Topically,  fluoride  can  be  applied  by  a  professional 
or  self-administered.    Self-application  of  fluoride  includes  mouth- 
rinse  or  gels,  chewable  tablets,  and  dentifrices. 

Two  basic  factors  may  be  responsible  for  the  action  of  fluoride 
against  dental  caries  and  periodontal  disease.    These  actions  are 
related  to  the  amount  of  fluoride  contained  in  the  tooth  surface 
and  the  enzyme-inhibiting  or  antibacterial  effect  of  fluoride  within 
the  dental  plaque. 

A  number  of  topical  fluoride  compounds  have  been  studied  as 
potential  caries  preventive  agents;  however,  the  three  agents 
currently  in  use— neutral  sodium  fluoride  (NaF),  acidulated  phosphate 
fluoride  (APF),  and  stannous  fluoride  (SnF2)--have  proved  superior 
in  inhibiting  dental  caries  (Mellberg,  Ripa,  &  Leske,  1983).  These 
same  three  agents  predominate  in  the  field  of  study  on  antimicrobial 
agents  used  to  prevent  periodontal  disease. 

Many  investigators  have  considered  fluoride  in  relation  to 
control  of  microorganisms  associated  with  dental  caries  (Bowen  & 
Hewitt,  1974;  Jenkins,  1963;  Yost  &  Van  Denmark,  1978).  Many 
studies  have  substantiated  the  ability  of  fluoride  to  prevent  dental 
caries.    Human  studies  have  shown  that  fluoridated  drinking  water 
can  prevent  caries  on  teeth  both  prior  to  and  after  tooth  eruption 
(Backer-Dirks,  1966;  Backer-Dirks,  Houwink,  &  Kwant,  1961;  Bibby, 
1944;  Heifetz  &  Horowitz,  1974;  Horowitz,  Heifetz  &  Law,  1972). 
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Studies  on  the  topical  application  of  fluoride  demonstrated  that 
fluoride  is  beneficial  as  a  preventive  caries  agent  (DePaola  &  Mel  1  berg, 
1973;  Muhler,  1960;  Wedlock,  Maitland,  &  Brudevold,  1965),  and  as  a 
caries  reduction  agent  (Loesche,  1979).    Animal  studies  have  also 
provided  supportive  evidence  that  the  topical  application  of  fluoride 
is  effective  as  an  anticaries  agent  (Caufield,  Navia,  Rogers,  &  Alvarez, 
1981;  Speirs,  1967).    Socransky  (1970,  1977)  established  the  etiological 
role  of  bacteria  in  periodontal  disease  and  further  verified  the 
presence  of  subgingival  bacterial  plaque  in  destructive  periodontitis 
lesions.    Listgarten  (1976)  and  Newman  and  Socransky  (1977)  stated  that 
the  various  periodontal  conditions  are  associated  with  microbial  floras 
which  differ  quantitatively  and  qualitatively.    Dentistry  has  generally 
accepted  the  idea  that  the  microbes  present  in  the  accumulation  of 
bacterial  plaque  on  the  teeth  are  associated  not  only  with  dental 
caries  but  also  with  periodontal  disease  (Tinanoff  &  Camosci,  1980). 

While  authorities  have  long  acknowledged  the  fact  that  fluoride 
has  a  significant  effect  on  dental  caries,  past  and  recent  studies 
have  demonstrated  that  fluoride  can  also  have  a  bacterial  effect 
on  the  organisms  responsible  for  periodontal  disease.    Loesche  (1979) 
described  the  use  of  topical  fluoride  to  chemically  alter  the  microbiota 
of  plaque.    In  vitro  studies  have  shown  that  fluoride  can  reduce  the 
organisms  found  in  plaque  associated  with  periodontitis  (Keyes  & 
Englander,  1975;  Lerner,  1974;  McDonald,  Schemehorn,  &  Stoukey,  1978), 
In  vivo  studies  (Loesche,  Murray,  &  Mel  1  berg,  1973)  showed  that 
fluoride  inhibits  microbial  growth  and  metabolic  activity  of  supra- 
gingival  plaque.    McDonald  et  al.  (1978)  and  Hock  and  Tinanoff  (1979) 


48 


demonstrated  in  animal  studies  that  the  topical  application  of 
stannous  fluoride  had  beneficial  effects  on  both  plaque  reduction 
and  the  level  of  gingivitis. 

In  a  clinical  study  of  10  male  patients  with  advanced  periodonti- 
tis, Mazza,  Newman,  and  Sims  (1981)  used  three  periodontally  diseased 
sites  and  applied  either  1.64%  SnF2,  0.4%  SnF2,  or  sterile  saline  by 
subgingival  irrigation  while  a  healthy  site  received  sterile  saline 
only.    The  investigators  measured  both  clinical  plaque  indices  and 
bacterial  sampling.    The  results  indicated  that  the  1.64%  SnF2  caused 
a  dramatic  and  sustained  decrease  in  subgingival  motile  bacteria  and 
spirochetes  following  irrigation.    Irrigation  with  0.4%  SnF2  on  the 
diseased  sites  demonstrated  a  similar  pattern  of  bacterial  reduction; 
however,  without  total  bacterial  elimination  the  plaque  level  returned 
to  baseline.    In  the  diseased  sites  receiving  sterile  saline  irrigation, 
bacteria  decreased  in  correspondence  to  the  irrigation  action,  with  a 
rapid  return  to  original  bacteria  levels.    The  healthy  control  sites 
were  unchanged.    Reduction  in  bleeding  scores  indices  showed  a  positive 
correlation  (r  =  0.835)  with  the  reduction  in  motile  bacteria  and 
spirochetes  with  the  greatest  decreases  at  the  1.64%  SnF2  and  the 
least  at  the  saline  sites.    The  authors  concluded  that  the  magnitude 
and  duration  of  the  beneficial  effects  were  related  to  the  concentra- 
tion of  fluoride  ion  in  the  disease  sites. 

Yoon  and  Berry  (1979)  investigated  whether  topical  fluorides 
have  an  in  vivo  effect  on  actinomyces-1 ike  gram-positive  rods  present 
in  crevicular  and  marginal  plaque.    They  also  compared  the  differences 
in  effectiveness  between  commercially  available  fluoride  complexes: 
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0.4%  stannous  fluoride,  1.23%  acidulated  phosphate  fluoride  and  0.5% 
sodium  fluoride.    They  selected  11  students  for  the  study  because  of 
the  presence  of  actinomyces-l ike  organisms  in  their  crevicular  and 
marginal  plaque.    The  study  consisted  of  two  sessions,  one  serving  as 
control  and  the  other  as  the  treatment  period.    The  treatment  and 
control  periods  lasted  for  3  weeks  with  a  2-week  interim  between 
sessions.    The  subjects  were  assigned  to  a  NaF,  APF,  or  SnF2  group 
and  served  as  their  controls.    The  subject  used  a  fluoride-free 
dentrifice  and  supplemented  their  usual  hygiene  practices  with  the 
application  of  the  fluoride  in  the  morning  and  evening.    They  were 
instructed  to  follow  the  manufacturer's  directions  for  the  fluoride 
they  were  assigned:    NaF  solution  was  applied  with  rinsing,  and  the 
SnF2  and  APF  gels  were  applied  with  brushing.    The  subjects  were  to 
make  no  other  changes  in  daily  oral  hygiene  practices.  Investigators 
took  plaque  indices,  gingival  indices  (Lde,  1967),  and  Hygiene 
Analysis  Index  scores  at  each  examination.    They  also  took  a  morphalogic 
sampling  at  the  beginning  and  end  of  both  sessions.    Results  revealed 
a  decrease  in  the  percentage  of  actinomyces-l ike  organisms  in  all  but 
two  of  the  subjects.    The  investigators  found  no  significant  differences 
between  the  types  of  commercially  prepared  fluorides  used  in  this 
unsupervised,  home  use  program  of  rinsing  or  brushing.    Using  the  same 
fluoride  in  a  later  in  vitro  study,  Yoon  and  Berry  (1979)  demonstrated 
the  fluorides  suppressed  the  growth  of  actinomyces  viscosus  in  vitro 
and  found  differences  in  effectiveness  between  fluoride  compounds,  with 
SnF2  more  effective  in  inhibition  of  cellular  growth  than  APF  or  NaF. 
In  this  same  study,  Yoon  and  Berry  supported  the  use  of  commercially 
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prepared  fluorides  in  controlling  the  bacteria  associated  with 
periodontal  disease.    "Fluoride  home  use  programs  are  easily  instituted 
and  more  economically  feasible  than  frequent  professional  applications" 
(p.  1824).    In  a  1980  study,  Yoon  and  Newman  demonstrated  that  stannous 
fluoride  was  also  more  effective  than  acidulated  phosphate  or  sodium 
fluoride  as  an  antibacterial  agent.    The  researchers  showed  that  SnF2 
was  effective  at  lowest  fluoride  concentration  and  in  destroying  the 
gram-positive  periodontopathogens,  bactericides  melaninogenicus  as 
melaninogenicus  and  intermedius  and  bactericides  asachharolyticus. 

Using  fluoride  toothpastes  and  plaque  inhibitors  for  adults, 
Lobene  and  Soparkar  (1974)  showed  a  20%  reduction  in  plaque  accumula- 
tion and  a  37%  decrease  in  gingivitis  scores.    Brayer,  Antal,  Sela, 
Gedalia  and  Stabholtz  (1979)  also  demonstrated  a  reduction  in  oral 
hygiene  index  scores  when  brushing  with  a  fluoride  dentrifice.    In  an 
attempt  to  eliminate  brushing  technique  as  a  variable  when  comparing 
toothpastes  with  different  compounds,  Svatum  (1978)  evaluated  fluoride 
compounds  applied  by  stents  for  2  minutes  per  day  for  4  days.  No 
brushing  was  allowed.    He  found  that  plaque  was  inhibited  by  0.4% 
SnF2,  0.4%  SnF2  plus  1%  stannous  pyrophosphate  and  0.8%  chlorhexidine 
digluconate. 

Fluoride  contained  in  mouthrinses  has  also  been  an  effective 
antiplaque  agent.    Svanberg  and  Westergren  (1983)  demonstrated  that 
mouthrinsing  with  SnF2  reduced  streptococcus  mutans  in  plaque  and 
saliva  and  the  proportions  of  streptococcus  sanguis  in  plaque.  The 
effect  was  of  short  duration.    This  in  vivo  study  also  showed  that 
topical  SnF2  applications  reduced  the  streptococcus  mutans  in  plaque 
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and  saliva  but  did  not  reduce  the  proportions  of  streptococcus 
sanguis  in  plaque.    The  effect  was  more  prolonged:    4  weeks  after 
treatment  the  streptococcus  mutans  remained  significantly  reduced  in 
the  interproximal  plaque  and  the  salivary  levels  of  the  organism  had 
not  fully  returned  to  pretreatment  levels.    Yankell,  Paskow  and  Shern 
(1978)  showed  that  SnF2  mouthrinses  dramatically  reduced  the  number  of 
plaque  organisms  in  45  adults  who  rinsed  twice  daily  for  4  days.  The 
investigators  used  250  ppm  and  1,000  ppm  fluoride  mouthrinses  with  a 
demonstrated  bacterial  reduction  of  80%  at  250  ppm  and  99%  at  1,000 
ppm  SnF2.    These  findings  were  significantly  different  from  the 
findings  with  placebo  rinses.    In  another  study  Yankell,  Stroller, 
Tawil,  Green  and  Shern  (1978)  researched  the  effects  of  amine, 
sodium,  and  stannous  fluorides  on  plaque  levels  of  48  dental  students 
using  the  mouthrinses  twice  per  day  with  no  other  cleaning  techniques. 
Amine  fluoride  showed  a  30%  reduction  in  viable  aerobic  and  anaerobic 
organisms  from  sampled  plaques.    In  comparing  plaque  scores,  the 
indices  were  lower  for  the  groups  using  SnF2  than  the  control  groups. 
While  clinical  indicators  of  gingivitis  did  not  differ  between  groups, 
gingival  fluid  was  reduced  up  to  40%  by  1,000  ppm  SnF2  rinses. 

Andres,  Schaeffer  and  Windeler  (1974)  compared  sodium  fluoride 
and  stannous  fluoride  to  determine  both  the  duration  of  antimicrobial 
effect  and  the  relative  contribution  of  fluoride  and  tin.    The  mouth- 
rinses used  were  0.5%  SnF^,  0.2%  NAF  and  normal  saline.    Seven  adults 
rinsed  with  different  mouthrinses  for  2  days,  with  5  days  in  between 
to  assure  microbial  recovery.    Investigators  collected  saliva  and 
evaluated  microbial  composition  at  1,  3,  and  5  hours  after  rinsing. 
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Immediately  after  rinsing,  SnF2  showed  a  99%  reduction  of 
anaerobic  organisms.    The  sustained  reduction  after  5  hours  was  93%. 
Other  mouthrinses  showed  no  significant  effect.    Other  studies  have 
demonstrated  a  74  to  99%  reduction  of  microorganisms  in  bacterial 
plaque  from  subjects  using  diluted  SnF2  mouthrinses  twice  a  day 
(Gross  &  Tinanoff,  1977;  Yankell,  Paskow,  &  Shern,  1978). 

In  the  studies  presented,  fluoride  had  no  detrimental  effects  on 
gingival  tissues.    Muhler  (1957)  demonstrated  that  when  high  concen- 
trates of  SnF2  were  applied  topically  a  mild  blanching  of  the  gingiva 
occurred  in  5%  of  the  subjects.    He  stated  that  this  was  always 
related  to  inflamed  tissue  and  that  the  sloughing  of  this  necrotic 
tissue  had  no  detrimental  effect.    Mazza,  Newman,  and  Sims  (1981) 
further  reported  that  when  SnF2  was  injected  in  periodontal  pockets, 
bleeding  from  the  diseased  sites  was  reduced  during  the  course  of 
experimentation.    The  authors  further  substantiated  that  the 
reduction  in  bleeding  was  clearly  unrelated  to  improvements  in  oral 
hygiene  status  or  prophylaxis  of  the  teeth. 

Investigators  have  conducted  rigorous  trials  in  establishing 
the  safety  of  stannous  fluoride.    The  only  reported  side  effect  in 
its  many  years  of  use  is  staining  of  the  teeth.    This  stain  is  less 
tenacious  than  that  attributed  to  chlorhexidine  and  is  usually  removed 
easily  be  a  professional  prophylaxis  (Svatum,  Gjermo,  Eriksen,  & 
Rolla,  1977).    The  other  consideration  in  using  SnF2  is  an  objection- 
able taste;  however,  flavored  commercial  gels  have  successfully 
reduced  the  astringent  to  metallic  taste.    While  SnF2  has  poor 
stablility  as  an  aqueous  solution,  the  addition  of  a  glycerine  base 
in  commercial  products  gives  fluoride  gels  and  mouthrinses  an  indefinite 
shelf  life  (Shannon,  1969;  Tinanoff  &  Weeks,  1979). 
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In  summary,  fluoride  is  a  proven  safe  and  readily  available  drug 
that  is  effective  as  an  antibacterial  agent  on  the  organisms  that 
predominate  in  periodontal  pockets.    Both  fluoride  gels  and  mouthrinses 
have  reduced  plaque  bacteria  and  possibly,  the  amount  of  plaque  in 
adults.    The  effects  of  fluoride  are  notable  when  the  drug  is  directly 
applied  to  the  diseased  site.    Fluoridated  drinking  water  has  an  effect 
on  the  prevention  of  dental  caries,  but  little  or  no  beneficial  effect 
on  periodontal  disease. 

Stannous  fluoride  appears  to  be  the  most  effective  type  of 
fluoride  used  in  controlling  the  specific  bacteria  associated  with 
periodontal  disease.    The  0.4%  stannous  fluoride  gel  has  evolved  as 
a  step  in  the  development  of  a  preventive  program  for  home  use.  This 
gel  is  particularly  appropriate  since  maximum  benefit  is  directly 
related  to  frequency  of  application.    Improvements  in  taste  should 
have  a  positive  correlation  with  frequency  of  use.    Stannous  fluoride 
can  be  stored  indefinitely  and  is  readily  adaptable  to  home-care 
treatment.    It  can  be  easily  self-administered  and  can  yield  effective 
results  even  when  oral  hygiene  instructions  have  not  been  given. 

The  Value  of  Qualitative  Research 

In  qualitative  research,  eliminating  the  researcher's  own  effects 
on  subjects  is  difficult.    Researchers  also  cannot  obtain  an  exact 
correspondence  between  what  they  wish  to  study,  for  example  the 
natural  milieu,  and  what  is  actually  studied,  the  milieu  with  a 
researcher  present  (Bogdan  &  Biklen,  1982).    Since  qualitative 
researchers  are  interested  in  how  people  act  in  their  own  environments, 
the  researcher  needs  to  interact  with  the  subjects  in  a  natural. 
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nonthreatening  way,  must  reduce  control  and  an  obtrusive  approach  in 
order  to  avoid  studying  the  effects  of  his  own  methods  rather  than 
the  subjects.    If  people  are  treated  only  as  research  subjects,  they 
will  respond  by  reacting  as  research  subjects  (Bogdan  &  Biklen,  1982). 

The  case  study  approach  is  one  method  of  qualitative  research. 
Scott  (1965)  described  the  case  study  as  a  detailed  examination  of 
one  setting,  or  one  single  subject,  on  one  single  depository  of 
documents,  or  one  particular  event.    He  further  stated  that  while 
case  studies  vary  in  complexity,  they  are  more  valuable  when  conducted 
in  one  site.    According  to  Babbie  (1973),  the  use  of  different  methods 
focused  on  the  same  topic  is  usually  the  best  social  research  format. 
The  case  study  method  can  comprise  a  comprehensive  analysis  of  the 
status  of  a  group  of  individuals  living  within  the  same  environmental 
setting.    Field  methods  can  supplement  an  experimental  design  in 
several  ways:    serving  as  a  background  to  a  survey  in  providing 
familiarity  with  the  setting;  developing  rapport  with  those  being 
surveyed;  and  performing  exploratory  work  necessary  for  pretesting 
a  survey  (lanni  &  Orr,  1979).    Observation  in  the  field  can  add  to 
the  theoretical  structure  of  experimental  analysis  and  can  aid  in 
validating  results.    Using  field  methods  can  clarify  ambiguity  and 
illustrate  findings. 

Foreman  (1948)  pointed  to  the  following  four  type  situations  where 
the  utility  of  case  studies  may  be  particularly  evident. 

1.  Where  the  immediate  problem  is  to  open  a  field  for  research. 

2.  Where  the  problem  demands  further  conceptualization  of  factors 
or  functions  affecting  a  given  activity. 

3.  Where  the  problem  demands  emphasis  on  the  pattern  of  interpre- 
tation given  by  subjects  or  functionaries. 
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4.    Where  the  problem  is  to  determine  the  particular 

pattern  of  factors  significant  in  a  given  case.  (p.  204) 

While  all  of  these  situations  are  relevant  today,  type  one  would  be 
the  most  obvious.    In  the  second  situation,  case  studies  can  isolate 
additional  factors  for  predictive  devices,  or  be  used  to  trace 
relationships  of  given  factors  when  treated  operationally  as  indepen- 
dent, but  in  actuality  complexly  interfactored.    In  the  third  situation, 
data  may  approach  directly  the  subject's  own  integration  of  complex 
factors  and  thus  permit  interpretation.    In  situation  four,  flexibility 
in  case  techniques  can  afford  economy  in  research  by  allowing  concen- 
tration on  a  detailed,  free-flowing  analysis  of  a  set  number  of  factors 
believed  to  be  significant  in  defining  and  tracing  the  operation  of  a 
particular  measure. 

Reichardt  and  Cook  (1979)  outlined  the  obstacles  of  combining 
qualitative  and  quantitative  methods:    expense,  time,  adequate  train- 
ing in  both  methods,  and  faddism  and  the  adherence  to  the  dialectical 
form  of  the  debate.    These  authors  further  stated  that  these  obstacles 
should  not  force  researchers  to  choose  one  method  over  the  other  but 
rather  fit  the  methods  to  the  demands  of  the  research  problem  in  the 
best  possible  manner.    This  approach  is  supported  by  Campbell  (1975), 
who  stated  that  neither  method  is  infallible  and  that  in  cases  where 
quantitative  evaluations  are  used,  qualitative  measures  can  not  only 
offer  additional  information  but  can  also  serve  as  a  checking  method. 

Analysis  in  a  case  study  may  be  either  statistical  or  qualitative 
(Rosenblatt,  1981).    The  investigators  can  analyze  some  of  the  goals 
of  qualitative  research  by  descriptive  statistics,  to  report  in 
narrative  form  a  comprehensive  log  of  an  individual  or  group  of 
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individuals,  and  to  gather  information  that  cannot  be  generated  by 

quantitative  methods  alone.    In  summarizing,  Filstead  (1979)  stated 

Evaluation  research,  and  the  behavioral  sciences  in  general, 
suffer  from  a  preoccupation  with  quantification  and  statistics. 
A  better  balance  needs  to  be  struck  between  the  everyday  ground- 
ing of  meanings  in  social  action  and  the  general  liability  of 
these  meanings  to  a  wider  context.    This  is  the  challenge 
offered  by  qualitative  and  quantitative  methods,  (pp.  46-47) 

Summary  of  Literature  Review 

Alcohol  has  long  been  one  of  the  most  abused  drugs  in  this  country. 
To  drink  alcoholic  beverages  is  socially  acceptable,  yet  10%  of  our 
drinking  population  are  alcoholics.    Alcoholics  come  from  all  walks  of 
life.    Since  alcohol  is  no  respector  of  persons,  anyone  can  be  sus- 
ceptible to  its  devastating  effects. 

Alcoholism  ranks  with  cancer  and  heart  disease  as  a  major  health 
problem,  yet  we  do  little  to  arrest  or  prevent  this  disease.  Alcoholism 
affects  all  dimensions  of  health.    Since  it  so  adversely  affects  the 
psychological  makeup  of  the  individual,  evidence  of  low  self-esteem 
and  self-concept  are  prominent  in  most  alcoholics.    Additionally,  the 
physical  effects  of  alcoholism  are  evident  in  the  oral  cavity  as  well 
as  the  head  and  neck  regions  of  afflicted  individuals.    Heavy  drinking 
and  the  use  of  tobacco  products  are  concomitantly  associated;  therefore, 
the  alcoholic  is  at  a  greater  risk  of  developing  oral  cancer  as  well  as 
other  dental  diseases.    One  of  the  problems  associated  with  chronic 
alcoholism  is  long-term  neglect  of  the  dentition.    The  use  of  both 
alcohol  and  tobacco  are  positively  correlated  with  poor  oral  hygiene 
habits.    Florida  law  mandates  that  alcoholism  treatment  include 
rehabilitation  services.    Maximizing  social  and  self-help  skills  is 
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part  of  the  rehabilitation  services  provided  by  publicly  funded 
treatment  facilities.    Personal  care,  nutritious  meals,  and  educational, 
motivational  therapy  are  also  integral  parts  of  the  treatment  regime. 

Self-esteem  and  self-perception  are  vital  components  in  alcoholism 
recovery  as  well  as  of  the  learning  process.    Techniques  adopted  from 
the  affective  educational  approach  can  be  effectively  applied  in 
motivating  alcoholics  not  only  in  the  recovery  process  but  also  in 
the  procedures  for  improving  oral  health.    This  is  accomplished  by 
promoting  positive  self-esteem. 

Health  professionals  must  be  cognizant  of  the  necessity  of 
applying  the  components  of  affective  education  in  working  with  adults. 
They  must  communicate  both  empathy  and  understanding  to  the  alcoholic. 
They  must  demonstrate  active  listening  skills  and  provide  a  safe, 
nonthreatening,  secure,  and  trusting  atmosphere  for  the  alcoholic 
individual.    These  same  innate  abilities  and  learned  skills  are  also 
necessary  for  the  dental  health  educator  in  promoting  behavioral  change 
in  oral  hygiene  habits.    Using  these  components  could  produce  a  cyclic 
effect  whereby  the  alcoholic's  oral  hygiene  status  improves  as  the 
individual  progresses  through  the  recovery  process. 

Investigators  have  studied  dental  health  education  programs  in  a 
variety  of  settings.    Yet,  neither  the  dental  literature  nor  the 
literature  on  alcoholism  addresses  a  dental  education  program  in  an 
alcoholism  treatment  facility. 

Dental  researchers  and  dental  clinicians  advocate  the  removal  of 
bacterial  plaque  in  order  to  reduce  or  prevent  gingivitis,  periodontal 
disease,  and  dental  caries.    While  fluoride  has  effectively  reduced 
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carious  lesions,  many  researchers  today  also  attest  to  its  effective- 
ness in  reducing  the  plaque  that  causes  gingivitis  and  periodontal 
disease.    One  of  the  basic  tenets  of  a  dental  instruction  program  is 
motivation.    Patient  motivation  can  bring  about  behavioral  change  in 
dental  health  habits.    The  dental  patient  must  have  the  necessary 
tools  for  proper  oral  hygiene.    In  order  to  provide  the  appropriate 
oral  physiotherapy  aids  and  a  relevant  program  of  instruction,  the 
clinician  must  first  assess  individual  needs  and  ability. 

Collecting  qualitative  data  can  contribute  to  a  comprehensive 
analysis  of  the  status  of  a  group  of  individuals  living  within  the 
same  environment.    The  case  study  approach  is  one  means  of  allowing 
the  researcher  to  develop  a  better  rapport  with  the  individuals  being 
studied.    This  in  turn  can  allow  the  researchers  to  gain  trust  and 
confidence  as  well  as  establish  the  personal  credibility  necessary 
for  motivating  alcoholics  both  in  a  dental  health  education  program 
and  in  their  recovery  process.    As  a  qualitative  method,  the  case 
study  can  be  the  means  by  which  the  researcher  can  gather  information 
not  available  through  quantitative  methods  alone.    The  combination 
of  the  qualitative  and  quantitative  methods  of  research  can  provide 
the  necessary  balance  between  the  everyday  grounding  of  meanings  in 
social  behavior  and  the  general izabil ity  of  these  meanings  to  a 
broader  environment. 


CHAPTER  III 
METHODOLCGY 
Introduction 

The  basic  questions  I  investigated  in  this  study  are  whether  any 
type  of  dental  health  instruction,  or  self-administered  fluoride,  or 
a  combination  of  the  two,  can  bring  about  change  over  a  short  period 
of  time  in  the  oral  health  of  non-alcoholics  and  alcoholics  in  a 
residential  treatment  facility.    Three  purposes  of  the  research  were 
to  determine  if  the  oral  health  status  of  alcoholics  and  non-alcoholics 
differs, to  evaluate  the  success  of  combined  individual  and  group  dental 
health  instructional  program  in  reducing  plaque  levels  and  improving 
gingival  status,  and  to  test  the  effectiveness  of  self-administered 
stannous  fluoride  gel  as  an  adjunctive  antiplaque  agent.    If  signifi- 
cant results  are  obtained  on  either  or  both  of  these  factors,  this 
program  could  serve  as  a  model  that  alcoholism  treatment  facilities 
can  use  in  providing  a  cost-effective  component  to  add  to  the  holistic 
concept  of  alcoholism  treatment. 

This  chapter  contains  the  following  sections:    research  methodology, 
instrumentation,  data  collection  procedures,  research  design,  and  data 
analysis. 
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Research  Methodology 

This  study  includes  qualitative  and  quantitative  methods  in  the 
research  design.    The  specific  questions  investigated  are  as  follows: 

1.  Will  staff  have  a  higher  level  of  dental  health  prior  to 
treatment  than  residents  have? 

2.  After  3  weeks  will  staff  who  receive  fluoride  witfi  dental 
hygiene  instruction  have  improved  oral  health? 

3.  After  3  weeks  will  staff  who  receive  no  fluoride  with  dental 
hygiene  instruction  have  improved  oral  health? 

4.  After  3  weeks  will  residents  who  receive  fluoride  with  dental 
hygiene  instruction  have  improved  oral  health? 

5.  After  3  weeks  will  residents  who  receive  no  fluoride  with 
dental  hygiene  instruction  have  improved  oral  health? 

6.  After  3  weeks  will  residents  who  receive  fluoride  with  no 
dental  hygiene  instruction  have  improved  oral  health? 

7.  After  3  weeks  will  residents  who  receive  no  fluoride  and  no 
dental  hygiene  instruction  have  improved  oral  hygiene? 

In  order  to  answer  the  research  questions,  I  employed  a  modified 
nonequivalent  control  group  design  (Campbell  &  Stanley,  1966;  Roos, 
1973)  and  a  completely  randomized  design  (Kirk,  1968)  in  the 
naturalistic  setting  of  an  alcoholism  treatment  facility. 

lanni  and  Orr  (1979)  suggested  a  variety  of  techniques  that  can 
be  used  in  the  qualitative  approach.    The  qualitative  techniques  in 
this  study  included  a  review  of  client  psychosocial  records,  a 
comprehensive  medical -dental  history,  and  active  participation  with 
program  participants  through  observation  and  interview  surveys.  The 
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qualitative  data  describe  the  treatment  population  both  narratively 
and  statistically. 

This  study  included  two  treatment  variables.    The  first  variable 
was  0.4%  stannous  fluoride  Omni  gel,    I  used  a  double-blind  approach 
(Craig  &  Metze,  1979)  in  introducing  the  gel  by  having  another 
individual  code  and  randomly  assign  the  two-ounce  containers  of 
fluoride  gel  and  placebo  gel  to  members  of  one  experimental  group  and 
two  control  groups.    Members  of  the  experimental  group  and  the  staff 
control  group  received  specific  instructions  on  how  to  use  the  fluoride 
gel  as  an  antiplaque  agent  (P.  H.  Keyes,  personal  communication, 
November  2,  1983).    Resident  members  of  the  control  group  were  merely 
told  that  they  were  to  follow  the  manufacturer's  written  directions 
on  the  gel  container.    The  second  treatment  variable  was  dental  health 
instruction  on  the  use  of  oral  physiotherapy  aids  assigned  in 
accordance  with  individual  ability  and  need.    I  referred  to  instruction 
by  type,  that  is,  combined  individual  and  group  instruction  or  no 
instruction.    I  introduced  this  treatment  variable  to  the  experimental 
group  and  the  staff  control  group. 

Since  some  members  of  the  resident  experimental  and  control  groups 
shared  rooms  during  the  time  of  the  study,  I  instructed  all  members 
both  orally  and  in  writing  not  to  share  the  gel.    While  I  encouraged 
members  of  the  resident  and  staff  experimental  groups  to  motivate  and 
assist  each  other  in  the  use  of  the  oral  physiotherapy  aids,  I  asked 
that  they  not  share  any  instructional  information  with  members  of  the 
control  group  until  completion  of  the  study. 
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Instrumentation 

According  to  Loe  (1967),  the  use  of  an  index  is  determined  by  the 
purpose  for  which  it  is  to  be  used  and  the  kind  of  information  it  is 
to  generate.    "Indices  designed  for  use  in  epidemiologic  surveys  are 
not  appropriate  in  clinical  research  studies  planned  for  testing  the 
effects  of  a  prevention  or  treatment  agent"  (Wilkins,  1983,  p.  293), 
Wilkins  (1983)  defined  a  clinical  trial  as  a  trial  "...  planned  for 
the  determination  of  the  effect  of  an  agent  or  procedure  on  the 
progression,  control,  or  prevention  of  a  disease.    The  investigator 
would  conduct  the  trial  by  comparing  an  experimental  group  with  a 
control  group  which  is  similar  to  the  experimental  group  in  every 
way  except  for  the  variable  being  studied"  (p.  293).  Wilkins 
suggested  the  Plaque  Index  designed  by  Silness  and  Loe  (1964)  as  an 
example  of  an  index  used  for  clinical  trials. 

Since  the  quantitative  component  of  this  study  fits  the  definition 
of  a  clinical  trial,  I  used  the  Loe  and  Silness  (1963)  Gingival  Index 
(GI)  and  the  Silness  and  Loe  (1964)  Plaque  Index  (PI).    A  brief 
history,  a  description  of  the  instruments,  and  information  on  examiner 
reliability  follow. 

History 

Loe  and  Silness  (1963)  originally  used  the  Gingival  Index  in  a 
study  on  the  prevalence  and  severity  of  periodontal  disease  in 
pregnancy  to  assess  the  clinical  characteristics  of  the  different 
grades  of  gingival  inflammation.    Silness  and  Loe  (1964)  designed  the 
Plaque  Index  and  used  it  in  a  follow-up  study  to  determine  the 
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correlation  between  oral  hygiene  and  periodontal  condition  during 
pregnancy. 

Other  investigators  have  worked  with  these  indices  until  tfie  two 
now  are  the  most  widely  used  measures  of  plaque  weight  for  oral  hygiene 
status  and  for  gingival  health  status  (Bastiaan  &  Waite,  1978; 
Fischman,  1979;  Laster,  1967;  Loe  &  Holm-Pedersen,  1965;  Loe,  Theilade, 
&  Jensen,  1965;  Silness  &  Loe,  1966;  Mandel ,  1974;  Theilade,  Wright, 
Jensen,  &  Loe,  1966).    In  supporting  the  validity  and  reliability  of 
the  Plaque  Index,  Lang,  Ostergaard  and  Loe  (1972)  found  a  nearly  linear 
correlation  between  the  Plaque  Index  as  used  on  the  facial  surfaces  of 
the  anterior  teeth  and  the  total  area  of  plaque  when  measured  photo- 
graphically with  fluorescent  light.    Loesche  and  Green  (1972)  reported 
further  validity  and  reliability  in  a  study  which  demonstrated  that 
unstained  plaque  scores  correlated  much  higher  than  stained  scores 
with  gingivitis  and  wet  and  dry  plaque  weight. 

Gingival  Index 

Loe  and  Silness  (1963)  reported  that  the  purpose  of  creating  the 
Gingival  Index  was  to  propose  a  system  for  the  assessment  of  the 
gingival  condition.    The  intent  of  this  system  was  to  differentiate 
the  quality  of  the  gingiva  or  severity  of  the  lesions  and  the  location 
or  quantity  as  related  to  the  mesial,  distal,  linguial  and  facial 
surfaces  that  make  up  the  total  circumference  of  the  marginal  gingiva. 

The  criteria  for  the  GI  are  limited  to  qualitative  changes  in  the 
soft  tissue  of  the  gingiva.    The  index  does  not  take  into  account 
periodontal  pocket  depth  or  any  other  quantitative  changes  of  the 
periodontium. 
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Frequently  investigators  use  the  Silness  and  Loe  Gingival  Index 
and  scores  on  a  plaque  index  to  determine  the  clinical  efficacy  of 
antimicrobial  agents  (Fischman,  1979). 


Criteria  for  the  Gingival  Index  System 

The  criteria  for  the  Gingival  Index  system,  according  to  Loe 
(1967),  are  as  follows:^ 

0  =  Normal  gingiva 

1  =  Mild  inflammation--slight  changes  in  color,  slight 

oedema.    No  bleeding  on  probing, 

2  =  Moderate  inflammation--redness,  oedema  and  glazing. 

Bleeding  on  probing. 

3  =  Severe  inf lammation--marked  redness  and  oedema. 

Ulceration.    Tendency  to  spontaneous  bleeding. 

Each  of  the  four  gingival  areas  of  the  tooth  is  given  a 
score  from  0  to  3;  this  is  the  GI  for  the  area.    The  scores 
from  the  four  areas  of  the  tooth  may  be  added  and  divided 
by  four  to  give  the  GI  for  the  tooth.    The  scores  for 
individual  teeth  (incisors,  premolars  and  molars)  may  be 
grouped  to  designate  the  GI  for  the  group  of  teeth.  Finally, 
by  adding  the  indices  for  the  teeth  and  dividing  the  total 
number  of  teeth  examined,  the  GI  for  the  individual  is 
obtained.    The  index  for  the  subject  is  thus  an  average 
score  for  the  areas  examined. 

GI  =  0  is  given  to  the  gingiva  the  color  of  which  is  pale 
pink  to  pink.    The  surface  after  drying  is  matt.  The 
degree  of  stippling  may  vary.    The  gingival  margin 
may  be  located  on  the  enamel  ...  or  at  various 
levels  apical  to  the  cemento-enamel  junction. 
Although  the  margin  should  be  thin,  the  buccal 
and  lingual  gingiva  may  present  a  rounded  termina- 
tion against  the  tooth,  thereby  forming  the  entrance 
or  orifice  of  the  gingival  crevice.    The  form  of 
the  interdental  gingiva  depends  on  the  shape  and 
size  of  the  interdental  areas.    The  tip  of  the 
papillia  should  be  the  most  incisally  or  occlusally 
located  part  of  the  gingiva.    On  palpation  with  a 
blunt  instrument  (pocket  probe)  the  gingiva  should 
be  firm. 


"The  Gingival  Index  and  the  Plaque  Index  and  the  Retention  Index" 
by  H.  Loe,  1967,  Journal  of  Periodontoloay.  38,  pp.  38/610,  41/613, 
Copyright  1967  by  the  Journal  of  Periodontology.    Reprinted  by  per- 
mission. 
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GI  =  1  is  the  score  given  when  the  gingiva  is  subject  to 
mild  inflammation.    The  gingival  margin  is  slightly 
more  reddish  or  bluish-reddish  than  normal  and  there 
is  slight  oedema  of  the  margin.  ...    A  colorless 
gingival  exudate  may  be  observed  or  collected  at 
the  entrance  of  the  crevice.    Bleeding  is  not  pro- 
voked when  a  blunt  instrument  (pocket  probe)  is  run 
along  the  soft  tissue  wall  of  the  entrance  of  the 
gingival  crevice. 

GI  =  2    This  is  the  score  for  a  moderately  inflamed 

gingiva.    .  .  .  The  gingiva  is  red  or  reddish-blue 
and  glazy.    There  is  enlargement  of  the  margin  due 
to  oedema.    Bleeding  is  provoked  when  a  blunt 
instrument  (pocket  probe)  is  run  along  the  soft 
tissue  wall  of  the  entrance  to  the  gingival  crevice. 

GI  =  3  is  the  score  for  severe  inflammation.    The  gingiva 
is  marked  or  reddish-blue  and  enlarged.  .  .  .  Tendency 
to  spontaneous  bleeding.    Ulceration,    (pp.  36/610, 
41/613). 

The  various  tendencies  of  the  gingiva  to  bleeding  provide  the 
decisive  criteria  between  the  Gingival  Index  scores.    GI  =  0  is  the 
score  given  when  the  gingival  tissue  is  normal.    GI  =  1  represents 
a  slight  change  from  normal,  but  no  bleeding  occurs  upon  probing. 
When  bleeding  is  initiated  upon  probing,  the  GI  =  2.  Spontaneous 
bleeding  represents  the  stage  for  GI  =  3. 

Loe  (1967)  stated  that  the  Gingival  Index  could  be  used  to 
assess  all  surfaces  of  all  teeth  on  prespecified  surfaces  of  all  or 
selected  teeth  (modified  version)  with  no  difference  in  GI  results. 
Since  the  literature  showed  a  prevalence  of  missing  teeth  in 
alcoholics,  I  assessed  all  surfaces  of  all  teeth  constituting  the 
dentition  of  each  individual  examined. 

I  adapted  the  procedures  suggested  by  Wilkins  (1983)  to  examine 
patients  in  a  naturalistic  setting.    These  procedures  are  as  follows: 
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Gingival  areas  examined:    mesial,  distal,  facial,  and  lingual 
surfaces  of  each  tooth. 

Materials  used:    adequate  light,  aid  syringe  to  dry  teeth 
and  gingiva,  mouth  mirror,  and  Michigan  periodontal 
probe. 

Process:    Use  adequate  light. 

Dry  the  teeth  and  gingiva. 

Use  the  mouth  mirrors  for  retraction  and  visibility. 
Use  the  probe  to  determine  the  degree  of  firmness. 
Use  the  probe  by  inserting  it  in  the  gingival 
sulcus  to  evaluate  bleeding. 

Once  inserted  a  few  millimeters,  the  probe  is  moved 
along  the  soft  tissue  pocket  wall  with  light  pressure 
in  a  circumferential  direction. 

GI  scoring  for  the  individual: 

Total  the  scores  and  divide  by  the  number  of  teeth 
examined. 

n-    ■    1  T  J  Total  scores 

Gingival  Index  =  t; —  o^-uicd 
^  Number  of  surfaces 


Score  evaluation:    The  nominal  scale  index  ranges  from  0-3 


Rating 

Scores 

Excel  lent 

0 

Good 

0.1-0.9 

Fair 

1.0-1.9 

Poor 

2.0-3.0 

Plaque  Index 

■Loe  (1967)  stated  "...  the  ideal  set  of  index  systems  is  one 
which  allows  the  assessment  of  the  severity  of  the  different  factors 
in  the  same  area  as  the  gingival  condition  is  recorded"  (p.  613). 

Investigators  introduced  the  Plaque  Index  (PII)  to  match  the 
Gingival  Index  completely  (Silness  &  Lbe,  1964).    The  Plaque  Index 
clearly  distinguishes  between  the  severity  and  location  of  the  soft 
debris  accumulation. 
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Plaque  Index  scores  reflect  only  differences  in  the  thickness 
of  the  soft  deposit  in  the  gingival  areas  of  tooth  surfaces  with  no 
attention  to  plaque  that  has  extended  to  the  middle  or  incisal 
thirds.    Plaque  can  be  assessed  on  top  of  calculus  deposits,  crowns, 
or  other  restorations. 


Criteria  for  the  Plaque  Index  System 

The  criteria  for  the  Plaque  Index  System,  according  to  Loe  (1967), 
are  as  follows:^ 

0  =  No  plaque  in  the  gingival  area. 

1  =  A  film  of  plaque  adhering  to  the  free  gingival  margin 

and  adjacent  area  of  the  tooth.  The  plaque  may  only  be 
recognized  by  running  a  probe  across  the  tooth  surface. 

2  =  Moderate  accumulation  of  soft  deposits  within  the 

gingival  pocket,  on  the  gingival  margin  and/or 
adjacent  tooth  surface,  which  can  be  seen  by  the  naked 
eye. 

3  =  Abundance  of  soft  matter  within  the  gingival  pocket 

and  or  on  the  gingival  margin  and  adjacent  tooth 
surface. 

Each  of  the  four  gingival  areas  of  the  tooth  is  given  a 
score  from  0-2;  this  is  the  PI  I  for  the  area.    The  scores 
from  the  four  areas  of  the  tooth  may  be  added  and  divided 
by  four  to  give  the  PII  for  the  tooth.    The  scores  for 
individual  teeth  (incisors,  premolars  and  molars)  may 
be  grouped  to  designate  the  PII  for  the  groups  of  teeth. 
Finally,  by  adding  the  indices  for  the  teeth  and  dividing 
by  the  number  of  teeth  examined,  the  PII  for  the  individual 
is  obtained. 

PII  =  0  This  score  is  given  when  the  gingival  area  of 
the  tooth  surface  is  literally  free  of  plaque. 
The  surface  is  tested  by  running  a  pointed  probe 
across  the  tooth  surface  at  the  entrance  of  the 
gingival  crevice  after  the  tooth  has  been  properly 
dried,  and  if  no  soft  matter  adheres  to  the  point 
of  the  probe,  the  area  is  considered  clean. 


"The  Gingival  Index,  the  Plaque  Index  and  the  Retention 
Index"  by  H.  Lbe,  1967,  Journal  of  Periodontology,  38,  pp.  41 
613,  42  614.  ~ 
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PI  I  =  1  This  score  is  given  when  no  plaque  can  be  observed 
in  situ  by  the  unarmed  eye,  but  when  the  plaque  is 
made  visible  on  the  point  of  the  probe  after  this 
has  been  moved  across  the  tooth  surface  at  the 
entrance  of  the  gingival  crevice.  Disclosing 
solution  has  not  been  used  in  our  investigations, 
but  may  be  useful  for  the  recognition  of  this  film 
of  plaque. 

PII  =  2  This  score  is  given  when  the  gingival  area  is 
covered  with  a  thin  to  moderately  thick  layer 
of  plaque.    The  deposit  is  visible  to  the  naked 
eye. 

PII  =  3  Heavy  accumulation  of  soft  matter,  the  thickness 
of  which  fills  out  the  niche  produced  by  the 
gingival  margin  and  the  tooth  surface.    The  inter- 
dental area  is  stuffed  with  soft  debris,    (pp.  41/613, 
42/614) 

The  weight  of  plaque  deposits  provides  the  decisive  criteria 
between  the  Plaque  Index  scores.    PII  =  0  is  the  score  for  literally 
no  plaque  on  the  gingival  surface  of  the  tooth.    When  the  gingival 
area  is  covered  with  a  thin  layer  of  plaque  which  is  detectable  only 
by  running  a  probe  across  the  tooth  surface,  a  PII  =  1  is  the  score; 
PII  =  2  represents  the  situation  when  the  deposit  is  clear  to  the 
naked  eye.    PII  =  3  is  the  score  for  a  heavy  (l-2mm  thick  accumula- 
tion of  soft  deposit). 

Loe  (1967)  suggested  using  the  Plaque  Index  to  assess  all 
surfaces  of  all  teeth  or  prespecified  surfaces  of  all  or  selected 
teeth  (modified  version)  with  no  difference  in  PII  results.    In  order 
to  provide  consistent  measures  with  the  Gingival  Index,  I  assessed 
all  surfaces  of  all  teeth  constituting  the  dentition  of  each 
individual . 

I  used  an  examination  procedure  adapted  from  Wilkins  (1983)  to 
examine  patients  in  the  treatment  facility.    These  procedures  are 
as  follows: 
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Gingival  areas  examined:    mesial,  distal,  facial,  and  lingual 
surfaces  of  each  tooth. 

Materials  used:    adequate  light,  aid  syringe  to  dry  teeth  and 
gingiva,  mouth  mirror  and  the  Shepherd's  Hook  explorer. 

Process:    Use  adequate  light. 

Dry  the  tooth  and  visually  examine  for  scores  of  2  or  3. 
When  no  plaque  is  visible,  the  explorer  is  passed  acorss 
the  tooth  surface  in  the  cervical  third  and  near  the 
entrance  to  the  gingival  sulcus.    A  score  of  0  is  given 
if  no  plaque  adheres  to  the  explorer  tip.    When  plaque 
adheres,  a  score  of  1  is  assigned. 
Plaque  that  is  on  the  surface  of  calculus  deposits  or 
dental  restorations  on  the  cervical  thirds  is  evaluated 
and  included. 

PII  scoring  for  the  individual: 
Total  the  scores  and  divide  by  the  number  of  teeth  examined. 

m         T  J  Total  score 

Plaque  Index  =     Number  of  surfaces 

Score  evaluation: 
The  nominal  scale  index  ranges  from  0-3, 


Rating 

Scores 

Excellent 

0 

Good 

0.1-0.9 

Fair 

1.0-1.9 

Poor 

2.0-3.0 

Lbe  (1967)  stated  that  when  using  both  the  GI  and  PII,  assess- 
ment of  the  PII  should  always  precede  that  of  the  GI. 

Examiner  Reliability 

A  technically  trained  examiner  who  is  most  familiar  with  the 
situation  is  usually  the  best  qualified  to  make  clinical  ratings 
(Uhlenhuth,  Lipman,  Chassan,  Hines,  &  McHair,  1971).  Researchers 
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recommend  having  a  recorder  assist  the  examiner  and  having  the  same 
examiner  perform  all  of  the  clinical  assessments  (Loe,  1967;  Loe  & 
Silness,  1963;  Mandel ,  1974;  Ship,  Cohen,  &  Laster,  1967;  Silness  & 
Loe,  1964). 

For  successful  use  of  dental  indices  with  maximum  intra-  and 
inter-examiner  variation,  standardization  of  examination  procedures, 
clearly  defined  descriptions  of  index  criteria  and  adequately  trained 
examiners  are  necessary  (Mandel,  1974).    According  to  Greene  (1967), 
"The  intra-examiner  error  of  an  experienced  examiner  in  short-term 
studies  should  be  random  and  should  not  cause  difficulty"  (p.  635). 
The  inter-examiner  error  will  produce  no  serious  problems  if  examiners 
have  standardized  their  use  of  the  index.    Both  Greene  (1967)  and 
Mandel  (1974)  suggest  the  use  of  percentages  or  correlations  in 
determining  intra-  and  inter-examiner  reliability. 

Mandel  (1974)  suggested  that  examiner  agreement  of  85%  to  95% 
appeared  to  be  reasonable  with  the  use  of  various  dental  indices. 
Based  on  assessment  of  intra-examiner  variation  studies.  Smith, 
Suomi,  and  Greene  (1970)  stated  that  an  agreement  level  of  85% 
between  duplicate  measurements  appeared  to  offer  a  realistic  percent 
of  agreement.    Bastiaan  and  Waite  (1978)  established  intra-examiner 
reliability  at  86%  for  the  Loe  and  Silness  Gingival  Index  and  the 
Silness  and  Loe  Plaque  Index.    Greene  (1967)  reported  that  in  past 
studies  the  percent  of  agreement  between  examiners  was  generally 
less  than  intra-examiner  agreement. 

Overall  and  Klett  (1972)  suggested  that  for  reliability  in 
clinical  studies,  investigators  use  product-moment  correlations 
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between  ratings  made  by  independent  observers  most  frequently  in 
estimating  reliability  of  clinical  ratings. 

Intra-Examiner  Reliability 

As  a  licensed  dental  hygienist  with  more  than  15  years  of 
clinical  practice,  I  have  had  experience  with  most  of  the  indices 
used  to  assess  oral  health.    I  have  employed  the  standard 
examination  procedures  of  Lbe  (1967)  and  Wilkins  (1983),  primarily 
because  I  was  most  familiar  with  them.    I  consistently  used  the 
Michigan  periodontal  probe  and  the  Shepherd's  Hook  explorer  to 
examine  the  mouth  of  each  individual.    I  reviewed  and  practiced 
the  assessment  criteria  established  for  the  Gingival  and  Plaque 
Indices  prior  to  program  implementation.    Since  I  was  unable  to 
secure  another  person  to  serve  as  a  recorder,  I  needed  approximately 
8-10  minutes  to  perform  the  complete  dental  examination. 

In  order  to  establish  intra-examiner  reliability,  I  conducted 
a  series  of  examination  sessions.    I  examined  and  reexamined  five 
patients  in  the  same  half  day.    I  scored  the  amount  of  plaque  and 
degree  of  gingival  status  separately  according  to  the  criteria 
established  by  Loe  (1967).    To  test  for  intra-examiner  reliability, 
I  used  the  Pearson  product-moment  correlation  coefficient  where 


N  Exy  -  (Ex)  (Ey) 
[NEx^  -  (Ex)^:?  CNEy2  -  (Ey)^] 


A  correlation  coefficient  of  +.98  with  an  r    -  96%  was  established 
for  the  Plaque  Index.    The  Gingival  Index  yielded  a  correlation 
coefficient  of  +.97  with  an  /  =  94%.    These  correlation  coefficients 
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indicate  a  high  rate  of  intra-examiner  reliability  on  both  the 
Gingival  and  the  Plaque  Indices. 

Inter-Examiner  Reliability 

In  an  effort  to  determine  inter-examiner  reliability,  I  obtained 
the  assistance  of  another  licensed  dental  hygienist,  also  with  15 
years  of  clinical  experience.    Prior  to  the  clinical  test,  I  met  with 
this  hygienist  to  review  examination  procedures  and  the  criteria  for 
both  indices.    In  her  current  clinical  practice  she  is  using  a 
similar  assessment  instrument  and,    therefore,  was  familiar  with  the 
criteria  for  both  the  Gingival  and  the  Plaque  Indices.  Following 
review  and  a  trial  practice,  this  hygienist  evaluated  five  randomly 
selected  patients.    Immediately  following  her  examination,  I  examined 
these  same  patients  in  another  section  of  the  dental  clinic. 

To  test  for  inter-examiner  reliability,  I  again  used  the  Pearson 

product-moment  correlation  coefficient.    A  correlation  coefficient 

of  +.95  with  r^  =  90%  was  determined  for  the  Gingival  Index.  The 

2 

Plaque  Index  yielded  a  correlation  coefficient  of  +.98  with  a  r  = 
96%.    These  coefficients  indicate  a  high  rate  of  inter-examiner 
reliability  on  both  the  Gingival  and  the  Plaque  Indices. 

Sample  Population 

Clients  in  the  alcoholism  treatment  facility  are  classified  in 
one  of  two  categories--minimal  residential  or  chronic  alcoholic  and 
residential  or  acute  alcoholic.    To  be  classified  as  minimal 
residential,  the  client  may  meet  any  or  all  of  the  following 
criteria:    multiple  arrests,  numerous  alcoholism  treatment  admissions, 
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extensive  physical  problems,  lack  of  a  support  system,  and  minimal 
or  no  job  skills.  These  individuals  usually  require  up  to  8  weeks 
of  treatment.  The  criteria  for  classification  of  residential  is  as 
follows:  one  or  two  previous  admissions  for  alcoholism  treatment, 
minimal  physical  problems,  some  type  of  support  system,  and  usable 
job  skills.  These  individuals  usually  require  up  to  6  weeks  of 
treatment. 

Admission  and  discharge  from  the  treatment  facility  takes  place 
weekly  with  the  former  occurring  on  Monday  and  the  latter  on  Friday. 
With  this  system,  neither  random  selection  nor  random  assignment  of 
participants  was  possible.    In  order  not  to  interfere  with  the  treat- 
ment regime,  and  also  to  meet  the  executive  director's  request, 
participation  in  the  program  was  voluntary. 

This  treatment  facility  has  a  50-bed  capacity.    At  the  time  I 
began  this  study  43  people— 11  women  and  32  men— were  in  residence. 
Due  to  scheduling  constraints  for  use  of  the  mobile  dental  clinic, 
the  first  set  of  residents  became  the  experimental  group.    The  group 
of  29  residents  included  23  males  and  6  females.    One  male  participant 
was  edentulous  and  ineligible  for  the  study;  however,  I  completed  a 
medical -dental  history,  conducted  an  oral  cancer  examination,  and 
instructed  him  on  the  proper  care  of  his  dentures.    Prior  to  program 
completion,  two  male  participants  left  the  treatment  facility  against 
medical  advice  (popularly  referred  to  as  "AMA).    Twenty-six  partici- 
pants completed  the  entire  program  as  the  experimental  group.    Out  of 
the  26,  16  were  classified  as  minimal  residential  and  10  as  residential. 

Participation  in  the  program  was  open  to  members  of  the  staff  of 
the  treatment  facility  in  an  endeavor  to  gain  their  support  and  to 
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have  them  act  as  motivational  role  models  for  the  residents.  Also 
using  staff  as  representative  of  the  general  population  provided 
baseline  data  for  comparison  of  both  entering  status  and  change  in 
oral  health  status  following  treatment.    A  total  of  15  staff  members, 
4  of  whom  were  recovering  alcoholics,  agreed  to  participate  in  the 
study.    One  male  counselor,  a  recovering  alcoholic,  was  transferred  to 
another  treatment  component  and  so  was  unable  to  complete  the  program. 
Of  the  total  staff  control  group  who  completed  the  program  (N  =  14), 
seven  were  males  and  seven  females.    This  group  represented  a  cross- 
section  of  the  employed  population  since  it  included  representatives 
of  the  administrative,  counseling,  and  maintenance  staff. 

Members  of  the  second  control  group  were  also  volunteers.    Of  the 
48  residents  who  were  in  treatment  during  this  phase  of  the  program, 
29  agreed  to  participate  in  the  study.    This  was  immediately  following 
the  experimental  phase  of  the  program  so  this  was  an  exceptional 
response  rate.    Sixteen  of  the  residents  still  in  treatment  had  just 
completed  the  dental  program.    This  means  that  only  three  people  did 
not  volunteer  to  participate  in  the  control  group.    The  orientation 
counselor,  who  was  promoting  the  program,  reported  that  two  of  the 
three  residents  wore  dentures  and  did  not  want  to  participate.  The 
third  individual  originally  agreed  to  be  a  part  of  the  study;  however, 
he  consistently  missed  his  appointments  and,  when  confronted  by  the 
counselor,  stated  that  he  had  changed  his  mind  because  he  had  had  a 
recent  dental  examination.    Of  the  29  volunteer  residents,  22  were 
males  and  7  were  females.    Two  male  participants  were  edentulous  and 
ineligible  for  the  study;  however,  I  did  complete  the  medical -dental 
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history,  perform  an  oral  cancer  examination,  and  instruct  both  on 
the  proper  care  of  their  dentures.    Prior  to  end  of  the  control 
phase  of  the  program  three  males  and  one  female  left  the  treatment 
facility  AMA.    Twenty-three  participants  completed  the  entire  program. 
Out  of  the  23,  11  were  classified  as  minimal  residential  and  12  as 
residential . 

Data  Collection  Procedures 

During  a  staff  meeting  the  week  prior  to  the  beginning  of  the 
research  study,  the  coordinating  supervisor  of  the  treatment  facility 
announced  the  project  and  explained  the  purpose  of  the  study  to  the 
counselors.    He  explained  that  the  program  was  available  to  all 
residents  and  employees  and  that  participation  was  voluntary.  He 
asked  the  counselors  to  inform  the  residents  in  their  individual 
groups  that  I  would  be  at  the  treatment  center  on  March  4  to  begin 
the  program.    He  also  asked  the  counselors  to  encourage  residents 
to  participate  in  the  program. 

On  the  first  day  of  the  program,  I  stationed  myself  in  one  of 
the  residential  rooms  to  be  used  as  a  temporary  office  for  the  study. 
As  each  resident  entered  the  room  I  gave  a  brief  introduction  ("Hello, 
my  name  is  Sharon  Weaver.    I  am  a  doctoral  student  engaged  in  a  dental 
research  project.    The  details  are  included  on  the  informed  consent 
form  I  am  going  to  ask  you  to  sign."    I  gave  each  resident  a  copy  of 
the  consent  form  (Appendix  A)  and  asked  the  client  to  read  along  with 
me.    My  reason  for  doing  this  was  to  avoid  embarrassment  to  those 
residents  who  were  unable  to  read.    After  I  read  the  form  I  asked  if 
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the  person  had  any  questions.    I  noted  all  questions  and  my  responses 
on  the  consent  form.    I  then  asked  if  the  resident  wanted  to  partici- 
pate in  the  study.    I  asked  those  who  answered  in  the  affirmative  to 
sign  the  consent  form.    At  the  request  of  the  treatment  program 
evaluator,  I  asked  those  who  answered  in  the  negative  to  write  and 
sign  a  statement  that  they  did  not  wish  to  participate. 

After  each  participant  signed  the  consent  form,  I  completed  the 
medical -dental  history  by  reading  the  questions  aloud  and  filling  in 
the  form  with  the  resident's  responses  (see  Appendix  B  for  the 
medical-dental  form).    I  then  told  the  resident  that  I  would  do  the 
dental  assessment  in  the  dental  clinic  that  would  be  at  the  facility 
the  next  day.    Prior  to  the  departure  of  each  participant,  I  again 
solicited  questions.    I  took  approximately  30  minutes  with  each 
resident  and  completed  health  histories  on  18  individuals. 

During  the  first  four  days  of  the  clinical  study,  I  assessed 
and  completed  dental  charts  on  residents  and  staff  (see  Appendix  C 
for  the  dental  chart).    The  dental  examination  included  an  extraoral 
and  intraoral  cancer  examination,  assessment  and  scoring  of  gingival 
and  plaque  status,  and  color  coding  of  carious  lesions,  calculus 
deposits,  stain,  and  lacerations  (see  Appendix  D  for  oral  cancer 
procedure).    I  explained  each  procedure  to  the  resident  and  referred 
to  any  abnormality  as  a  suspicious  area.    I  requested  participants 
who  had  suspicious  areas  requiring  immediate  attention  to  see  the 
staff  nurse  for  proper  referral . 

I  conducted  the  dental  examinations  on  a  mobile  dental  unit 
provided  by  a  local  agency.    Volunteers  from  the  agency  came  each 
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day  to  assist  me  and  to  have  the  residents  complete  the  consent  form 
required  to  receive  services  on  the  dental  unit  (see  Appendix  E). 
A  graduate  assistant  from  a  local  university  also  provided  assistance 
by  locating  the  study  participants  within  the  residential  area  for 
their  examinations.    To  expedite  the  process,  she  also  assisted  new 
resident  members  in  completing  the  medical-dental  forms.  Staff 
members  completed  their  health  histories  prior  to  their  dental 
examinations. 

The  instructional  part  of  the  program  took  place  in  an  upstairs 
conference  room.  ,  In  an  effort  to  avoid  interference  with  the  therapy 
regime,  I  worked  with  the  study  participants  four  days  a  week  from 
11:30  a.m.  to  2:30  p.m.,  which  was  their  scheduled  free  time  (see 
Appendix  F  for  the  treatment  schedule).    During  other  times  of  the 
day  I  completed  examinations  on  incoming  residents  and  both  examina- 
tions and  provided  instruction  for  staff  members,    I  also  used  this 
time  to  review  the  psychosocial  records  for  residents  in  the 
experimental  group  (see  Appendix  G  for  the  psychosocial  form). 

Residents  received  instruction  both  individually  and  in  groups. 
On  the  first  individual  visit,  I  explained  and  demonstrated  how  to 
use  the  gel  (see  Appendix  H  for  instructions).    I  also  did  demonstra- 
tion/return demonstration  on  oral  hygiene  techniques  and  assigned  oral 
physiotherapy  aids  according  to  individual  ability  and  need.    I  used 
all  Butler  products,  including  Butler  #411  and  Sub-G  soft  bristle 
toothbrushes,  red  cote  disclosing  tablets,  rubber  tip  stimulator, 
proxybrush/perio-aid,  and  unwaxed  dental  floss.    I  recommended  varied 
brushing  and  interdental  cleaning  techniques  (see  Appendix  I  for 
instruction  methods). 


78 


The  reason  for  group  activities  was  to  facilitate  motivation  by 
building  group  cohesion  and  support  since  group  support  follows  the 
philosophy  of  alcoholism  therapy.    In  group  sessions  I  used  a 
variety  of  instructional  methodologies.    These  included  visual  aids, 
oral  presentations,  films,  simulation  exercises,  group  discussions, 
and  demonstration/ return  demonstration.    I  also  used  the  Butler  Dental 
Health  Education  Teaching  Aid  and  gave  the  residents  dental  education 
pamphlets  (see  Appendix  I). 

I  posted  the  schedule  of  activities  and  appointment  assignments 
daily  and  gave  each  resident  an  appointment  note  (see  Appendix  J  for 
examples).    I  also  maintained  an  open  door  policy  to  answer  questions 
and  to  provide  assistance  in  oral  hygiene  techniques. 

After  giving  3  weeks  of  instruction,  I  spent  9  hours  completing 
final  clinical  assessments.    After  recording  scores  on  the  Gingival 
and  Plaque  Indices,  I  asked  each  resident  to  complete  a  program 
evaluation  form  (Appendix  K) ,  but  I  did  not  use  these  data  in  the 
quantitative  analysis.    Based  on  their  needs  and  interests,  I  held 
a  final  instruction  session  with  each  resident.    During  this  session 
I  gave  each  participant  a  dental  health  resource  card  for  further 
dental  treatment  (Appendix  L).    I  also  obtained  participants' 
addresses  for  notification  regarding  the  fluoride.    I  awarded  each 
resident  a  certificate  of  recognition  (Appendix  M). 

During  the  fifth  and  sixth  weeks,  I  conducted  post  assessments 
on  the  staff  members  and  also  held  initial  sessions  for  the  control 
group  participants.    I  followed  the  same  assessment  format  I  used  for 
the  experimental  group.    I  asked  participants  to  continue  whatever 
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type  of  oral  hygiene  method  each  was  using.    I  explained  the  purpose 
of  the  gel  and  asked  each  to  follow  the  written  directions  on  the 
container  (see  Appendix  G  for  the  directions).    The  program  evaluator 
coded  gel  and  assigned  it  to  participants  following  this  session. 

During  the  tenth  week  of  the  study,  I  completed  the  final 
assessment  for  the  control  group  by  recording  all  gingival  and  plaque 
scores.    After  examining  each  participant  for  the  final  time,  I 
conducted  individual  instruction,  gave  each  resident  the  appropriate 
oral  physiotherapy  aids,  and  gave  each  resident  the  dental  resource 
card  and  a  certificate  of  recognition. 

At  the  conclusion  of  the  study,  I  told  each  control  group 
resident  and  each  staff  participant  which  gel  each  had  been  assigned. 
I  gave  a  container  of  0,4%  stannous  fluoride  gel  to  participants  who 
had  been  assigned  the  placebo.    The  week  after  completion  of  the 
study  I  sent  letters  to  all  members  of  the  experimental  group  inform- 
ing them  of  the  gel  each  had  been  assigned,    I  asked  those  who  had 
received  the  placebo  to  contact  the  program  evaluator  at  the  treatment 
facility  with  an  address  verification  so  that  each  could  be  sent  a 
container  of  0,4%  stannous  fluoride  gel  (see  Appendix  N  for  the 
letters) . 

In  summary,  I  began  data  collection  on  March  4  and  completed  it 
on  May  11;  the  investigation  covered  approximately  12  weeks. 

With  the  assistance  of  two  staff  members,  I  collected  qualitative 
data,  completed  medical -dental  histories  (Becker,  1979;  Dodson,  1984; 
Molina,  1981;  Schuckit,  1979),  collected  quantitative  data,  and 
scored  the  Gingival  and  Plaque  Indices  (Loe,  1967)  prior  to  treatment 


80 


intervention  on  26  residents  from  the  experimental  group  and  simultan- 
eously on  14  staff  members  from  one  of  the  control  group.    I  collected 
other  qualitative  data,  reviewed  psychosocial  records,  and  daily 
documented  interaction  with  participants  (lanni  &  Orr,  1978)  during 
the  treatment  phase.    After  3  weeks  of  intervention  with  dental 
instruction,  I  collected  data  from  both  the  experiemtnal  and  control 
group  on  the  Gingival  Index  and  the  Plaque  Index.    As  another  control 
measure,  one  month  later  I  collected  pre-  and  post-treatment  data  on 
23  alcoholic  residents  in  the  other  control  group.    This  group  had 
no  treatment  intervention. 

Another  person  coded  the  fluoride  and  fluoride  placebo  and 
randomly  assigned  them  to  members  of  all  groups  following  pretreatment 
data  collection.    The  double-blind  approach  (Craig  &  Metze,  1979) 
reduced  the  chance  for  experimental  bias  by  controlling  both  the 
participant's  and  the  experimenter's  knowledge  of  the  experimental 
conditions  and  expected  outcomes. 

Research  Design 

I  investigated  the  basic  research  questions  through  the  non- 
equivalent  control  group  design  (Campbell  &  Stanley,  1966)  modified 
by  using  a  second  control  group  (Roos,  1973).    Staff  members  served 
as  a  second  control  group,  in  this  instance  to  control  for  alcoholism 
and  as  a  representation  of  oral  health  status  of  the  non-alcoholics  in 
the  treatment  facility.    The  investigation  of  the  fluoride  treatment 
variable  was  a  completely  randomized  (CR-2)  design  (Kirk,  1968). 

Because  using  the  natural  setting  restricted  the  randomization  of 
individuals,  I  randomized  by  groups  in  time.    I  investigated  the 
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manipulation  of  the  independent  variables  by  the  modified  non- 
equivalent  control  group  design  (Campbell  &  Stanley,  1966;  Roos, 
1973),  diagrammed  as  follows: 

Pretreatment  Posttreatment 
Experimental  O-j  X  O2 

Control^  0^  X  0^ 

Control  2  0-1  O2 

The  fluoride  manipulation  was  totally  randomized  and  was  analyzed 
first  as  a  completely  randomized  design  (Kirk,  1968).    In  the  diagram, 
the  fluoride  independent  variable  is  noted  as      and  the  placebo  as  F2. 
The  dependent  variables  are  listed  as  PII  for  the  Plaque  Index  and  GI 
for  the  Gingival  Index.        and      represent  the  subjects.    The  CR-2 
design  can  be  diagrammed  as  follows: 

(Fluoride) 


PII  GI 

PII  GI 

^2 

With  two  dependent  measures  on  each  individual  (the  Gingival 
Index  and  the  Plaque  Index),  the  multivariate  approach  seemed  to  be 
the  appropriate  design.    Using  a  multivariate  approach  reduced  the 
problem  of  correlation  between  the  indices  producing  an  inflated  F 
value.    In  other  words,  the  multivariate  approach  is  more  appropriate 
than  a  series  of  univariate  tests.    Alternatives  would  be  (a)  to 
combine  the  Plaque  Index  and  the  Gingival  Index  into  a  composite 
score  indicating  general  oral  health,  or  (b)  or  conduct  separate 
analyses  for  the  two  indices.    However,  a  multivariate  approach  takes 
the  unique  contribution  of  each  measure  into  account  without  violating 
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the  assumption  of  the  analysis  of  variance  (ANOVA)  as  would  also  be 
done  by  running  two  separate  analyses  (capitalizing  on  chance  by 
conducting  multiple  analyses). 

Combining  the  designs,  along  with  the  two  dependent  measures, 
yields  an  overall  multivariate  design  (Steel  &  Torrie.  1980).    In  the 
following  diagram,       is  fluoride  and      is  placebo  or  no  fluoride. 
Subjects  are  listed  as  S-,   to  Sg.    The  Plaque  Index  is  represented  by 
PII  and  the  Gingival  Index  is  represented  by  61. 


(Fluoride)  (Placebo) 


E 

PII 

GI 

(S^) 

PII 

GI 

(S2) 

^1 

PII 

GI 



(S3) 

PII 

GI 

(S4) 

4 

PII 

GI 

PII 

GI 

Design  Validity 

The  modified  nonequivalent  control  group  design  uses  pre- 
assembled  groups  that  are  as  similar  as  availability  permits.  The 
addition  of  a  control  group,  even  though  it  is  not  equivalent  to 
the  experimental  group  in  all  respects,  makes  certain  threats  to 
valid  inference  constant  for  both  groups  (Caporaso,  1973).  Since 
extraneous  events  would  probably  also  affect  the  control  group, 
this  design  reduces  the  plausibility  of  alternative  hypotheses  which 
state  that  observed  changes  are  a  function  of  these  extraneous  events 
(Craig  &  Metze,  1979). 
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Internal  Validity 

I  used  identical  recruitment  procedures  at  different  points  in 
time  to  avoid  self-selection.  This  was  also  an  effort  to  increase 
control  by  having  both  groups  as  similar  as  possible  in  a  naturalistic 
setting.    A  potential  threat  to  internal  validity  was  the  selection 
differences,  especially  selection  by  maturation  interaction  (Campbell  & 
Stanley,  1966).    While  experimentation  took  place  over  a  short  period 
of  time  (3  weeks),  alcoholism  recovery  will  vary  with  the  individual 
and  maturation  rates  could  be  affected. 

External  Validity 

The  fact  that  participants  in  the  modified  nonequivalent  control 
group  design  in  a  naturalistic  setting  are  not  assigned  to  groups  in 
such  a  way  that  they  are  representative  of  the  population    is  a 
possible  threat  to  external  validity.    The  possibility  exists  for 
interaction  between  selection  bias  and  the  treatment  variables. 
However,  in  this  case  the  treatment  variables  would  have  an  effect, 
but  such  an  effect  would  be  limited  to  the  population  sharing  the 
selection  characteristics  of  the  experimental  group  (Caporaso,  1973). 

To  reduce  the  possible  threats  to  the  external  validity  of  the 
reactive  effect  of  the  experimental  procedures,  the  experimental 
phase  of  the  study  took  place  prior  to  recruitment  of  the  control 
group.    An  attempt  was  made  to  keep  the  control  group  unaware  of 
the  experimental  procedures. 

The  other  possible  threat  to  external  validity  is  the  interaction 
of  testing  on  X.    According  to  Campbell  and  Stanley  (1966),  if  the 
experimental  pretest-posttest  is  similar  to  those  usually  used,  no 
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undesirable  interaction  of  testing  and  X  would  be  present.    Since  the 
indices  used  for  assessment  in  this  study  are  commonly  used  dental 
health  indices,  external  validity  should  not  be  jeopardized. 

Data  Analysis 

First,  I  analyzed  the  data  by  using  the  Wilks'  criterion  statistic. 
Following  a  significant  £,  I  tested  interactions  between  type  of 
instruction  and  type  of  gel.    I  plotted  significant  interactions  and 
conducted  Tukey's  Studentized  Range  (HSD)  Test  to  determine  the 
differences  between  the  means. 

Second,  I  tested  main  effects  for  fluoride  and  no  fluoride  and 
for  instruction  and  no  instruction  to  determine  whether  the  null 
hypotheses  could  be  rejected  at  the     <  .05  level  of  significance. 

Since  the  case  study,  when  used  in  conjunction  with  quantitative 
methodology,  can  draw  attention  to  information  that  cannot  be  obtained 
successfully  in  any  other  way  (Hillman,  1964),  I  organized  the 
qualitative  component  as  a  comprehensive  case  log.    I  included  a 
detailed  description  of  my  daily  interaction  with  the  experimental 
group  residents  as  well  as  staff  members.    I  employed  descriptive 
statistics  on  the  variables  that  demonstrated  possible  relevance  to 
this  study. 


CHAPTER  IV 


PRESENTATION  OF  DESCRIPTIVE  AND  EXPERIMENTAL  RESULTS 
Qualitative  Data  Results 

The  purpose  of  this  study  was  to  determine  whether  any  type  of 
dental  health  instruction,  or  self-administered  fluoride,  or  a  com- 
bination of  the  two,  could  be  effective  in  improving  the  oral  health 
status  for  alcoholics  housed  in  a  residential  treatment  facility  for 
a  short  period  of  time.    I  tested  combined  individual  and  group  dental 
health  instruction,  self-administered  fluoride,  and  a  combination  of 
the  two  in  a  50-bed  publicly  funded  alcoholism  treatment  facility.  I 
tested  the  effectiveness  of  the  dental  health  instruction  with  one 
group  of  alcoholics  receiving  individual  and  group  instruction  and  a 
comparable  group  serving  as  control.    A  group  of  non-alcoholics  also 
received  individual  instruction  and  served  as  a  control  for  alcoholism. 
Another  staff  member  randomly  assigned  fluoride  and  a  placebo  gel  to 
members  of  the  three  groups,    I  measured  participants'  oral  health 
status,  both  before  and  after  implementation  of  the  treatment  program, 
through  data  on  two  variables:    (a)  scores  from  a  Gingival  Index  and 
(b)  scores  from  a  Plaque  Index,  and  recorded  both  sets  of  scores. 
The  dental  health  indices  data  served  as  the  dependent  variables  for 
statistical  analysis. 

I  tested  the  following  seven  null  hypotheses: 
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For  experimental  and  control  groups 

1.  The  preassessment  and  postassessment  levels  of  oral 
health  will  not  differ  for  alcoholics  and  non-alcoholics. 

After  3  weeks  staff  will  have  no  significant  change  in  oral 
health  status  if  they  receive 

2.  Flouride  with  dental  instruction. 

3.  No  fluoride  with  dental  instruction. 

After  3  weeks  residents  will  have  no  significant  change  in  oral 
health  status  if  they  receive 

4.  Fluoride  with  dental  instruction. 

5.  No  fluoride  with  dental  instruction. 

6.  Fluoride  and  no  dental  instruction. 

7.  No  fluoride  and  no  dental  instruction. 

I  used  the  descriptive  data  collected  from  the  review  of  the 
client  records  and  case  studies  on  the  experimental  group  to  explore 
the  relevance  of  this  type  of  study  specifically  with  an  alcoholic 
population.    I  organized  the  descriptive  data  by  first  presenting 
a  general  description  of  the  services  of  the  treatment  facility  where 
I  conducted  the  research.    I  then  characterized  representative 
experimental  group  residents  by  using  information  from  their 
psychosocial  records;  personal,  medical,  and  dental  histories;  and 
clinical  notes  recorded  during  the  dental  health  instruction  program. 
I  concluded  the  descriptive  data  account  by  presenting  a  statistical 
summarization  from  the  psychosocial  records,  and  the  personal, 
medical,  and  dental  histories  on  residents  from  both  the  experimental 
and  the  resident  control  group. 
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Treatment  Facility  Service 

The  residential  treatment  facility  is  a  component  of  a  private, 
non-profit  organization  that  provides  comprehensive  alcoholism 
services  to  alcoholics  and  their  family  members. 

This  organization  receives  the  majority  of  its  funding  from 
the  state.    Additional  monetary  support  includes  local  funds,  client 
fees,  third-party  payments,  and  donations.    Fees  are  based  on  a 
sliding  scale,  but  no  one  is  refused  services  due  to  inability  to 
pay. 

Generally,  the  target  population  for  treatment  services  in  this 
facility  is  composed  of  individuals  whose  current  functional  levels 
preclude  them  from  adequately  operating  within  the  community. 
Frequently,  these  individuals  are  "revolving"  in  existing  health 
care  and/or  social  service  systems  due  to  the  lack  of  adequate 
alternatives.    Due  to  numerous  problems  in  conjunction  with  alcohol 
abuse,  these  persons  are  in  need  of  specialized  domiciliary  services. 

Clients  are  generally  referred  for  treatment  through  the  Myers 
Act  (a  Florida  act  that  is  used  by  the  court  system  to  motivate 
alcoholics  into  treatment),  the  court's  probation  and  parole  system, 
or  by  voluntary  self-referral.    Persons  referred  to  the  domiciliary 
center  are  evaluated  individually  with  the  ultimate  assessment 
decision  determined  by  professional  judgment. 

This  residential  program  provides  not  only  intensive  treatment 
and  rehabilitation,  but  also  medically  supervised  care.  Involvement 
with  Alcoholics  Anonymous  (AA)  is  an  integral  part  of  treatment  and 
the  AA  philosophy  of  recovery  is  the  core  of  this  inpatient  program. 
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Progress  through  the  treatment  program  is  guided  by  various  develop- 
mental stages  or  phases.    The  phases  are  defined  in  terms  of 
functional  goals  and  strength  of  sobriety,  including  coping  skills,  as 
well  as  vocational,  spiritual  and  emotional  strength.    The  final 
phase  of  the  program  is  the  transition  of  clients  to  support  systems 
and  community  services  which  will  help  them  maintain  sober,  independent 
1  i  V  i  ng . 

Descriptions  of  Representative  Residents 

Qualitative  data  were  collected  on  all  members  of  the  experimental 
group.    The  descriptions  of  the  following  representative  residents 
provide  a  characterization  of  the  alcoholics  in  domiciliary  treatment 
during  the  time  of  this  study. 

Client  1  is  a  47-year-old  white  male.    He  has  been  married  two 
times  and  is  presently  separated.    He  has  an  18-year-old  son  and  a 
17-year-old  daughter.    He  lives  with  his  mother,  stepfather,  grand- 
mother, and  his  two  children.    He  has  had  two  years  of  college  and 
vocational  training  in  welding,  auto  mechanics,  and  auto  body  work. 
He  worked  as  a  welder  for  28  years  and  is  currently  unemployed. 

Client  1  was  born  in  Florida  and  raised  by  both  parents.    He  is 
the  oldest  male  and  the  second  oldest  child  in  a  family  of  three 
boys  and  five  girls.    He  described  his  mother  as  "very  dear,  easy 
to  get  along  with,  a  survivor  and  struggler  and  someone  who 
communicates  free  hearted."    He  depicted  his  father  as  "an  alcoholic 
who  always  tried  but  the  alcohol  did  his  dealing.    He  was  a  good, 
caring  person."    His  father  died  in  1983.    Of  his  home  life,  the 
client  said  it  was  hard  and  that  they  were  poor.    He  lived  on  a  farm 
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most  of  his  life.    He  stated  that  his  relationship  with  his  family 
was  good.    He  said  he  was  unable  to  communicate  with  his  children  and 
described  his  relationship  with  them  as  poor.    He  said  that  both 
children  sniff  glue  and  are  not  in  touch  with  reality. 

The  client  volunteered  for  treatment  and  his  current  legal  status 
was  clear;  that  is,  he  had  no  pending  court  hearings  for  any  legal 
infractions.    He  is  classified  as  minimal  residential  and  this  is  his 
second  time  in  treatment.    He  has  been  through  the  detoxification 
center  three  times  and  has  lived  in  halfway  houses  on  two  previous 
occasions.    He  reported  that  he  has  been  in  jail  25  times  for  alcohol- 
related  incidents  and  one  time  for  a  non-alcohol-related  incident 
(he  was  convicted  of  an  assault  to  murder  and  spent  5  years  in  prison). 
He  also  reported  that  he  had  had  12  Drinking  While  Under  the  Influence 
citations  (DWIs),  the  last  one  being  in  1973. 

The  client  stated  that  in  his  late  twenties  he  had  his  first 
contact  with  alcohol,  first  drinking  experience,  first  intoxication, 
and  first  eye  opener.    While  he  also  experienced  relief  drinking, 
hallucinations  and  loss  of  control  in  his  late  twenties,  he  did  not 
have  his  first  blackout  or  morning  tremors  until  his  early  thirties. 
The  client  noted  personality  changes  and  consistent  fights  beginning 
at  age  33.    He  denied  that  he  had  ever  experienced  convulsions  or 
delirium  tremors.    His  drinking  did  cause  problems  with  his  family, 
finances,  health,  and  sex.    Client  1  generally  drank  alone  and  on  a 
daily  basis.    His  present  reported  drinking  pattern  consisted  of  a 
case  of  beer  and  a  fifth  of  whiskey  over  a  24-hour  period.  His 
peak  drinking  was  two  fifths  of  liquor  and  at  least  a  case  of  beer 
in  24  hours.    He  had  his  last  drink  on  February  2,  1984. 
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The  client  stated  that  he  had  never  used  any  other  drugs.  He 
also  denied  having  overdosed,  having  experienced  withdrawal,  or  having 
had  an  adverse  reaction  to  alcohol. 

Medically,  the  client  stated  that  he  almost  always  experiences 
shortness  of  breath  after  mild  exercise  and  that  he  has  a  persistent 
cough.    He  smokes  one  and  a  half  packages  of  cigarettes  daily.  Client 
1  reported  that  he  had  gonorrhea  on  two  occasions,  with  the  last 
occurrence  being  at  age  27.    As  a  result  of  a  broken  nose,  he  developed 
a  benign  growth  which  was  surgically  removed.    He  had  cataract  surgery 
on  his  right  eye  but  ultimately  lost  his  sight  in  the  eye.    In  1983, 
he  had  plastic  surgery  on  the  right  side  of  his  head.    Although  pro- 
fessionals recommended  contact  lenses  after  this  last  surgery,  the 
client  never  followed  up  on  this  recommendation.    He  is  currently 
taking  antabase  and  vitamin  B  complex  with  zinc. 

All  current  levels  of  functioning  were  recorded  as  being  within 
a  normal  range  except  for  the  possibility  of  depression.    His  self- 
image  was  recorded  as  fair. 

The  last  dental  visit  Client  1  made  was  in  1981  at  which  time 
he  had  a  tooth  extracted  with  no  complications.    He  stated  that  he 
brushed  his  teeth  two  times  a  day  with  a  medium  bristle  toothbrush. 
He  has  never  used  dental  floss  and  experiences  only  occasional  gum 
bleeding  when  he  brushes.    He  usually  chews  on  the  right  side  of 
his  mouth  due  to  the  missing  teeth  on  the  left  side.    He  stated 
that  he  usually  has  many  cavities  and  often  loses  or  breaks  fillings. 
He  also  reported  that  he  breathes  primarily  through  his  mouth. 

Upon  initial  oral  cancer  examination,  the  client  had  six 
suspicious  areas  in  his  mouth.    He  also  had  a  beefy  red  tongue  with 
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slight  glossitis  and  enlarged  salivary  glands.    I  also  noted  sus- 
picious areas  around  the  nose,  cheeks,  and  both  eyes.  External 
palpation  revealed  a  slight  nodular  area  in  the  neck  region.  He 
had  heavy  black  stain  on  his  teeth  and  both  extensive  supragingival 
and  subgingival  calculus  deposits.    He  was  missing  nine  teeth  and  the 
remaining  teeth  were  very  mobile.    His  initial  gingival  and  plaque 
indices  were  in  the  poor  range. 

When  I  conducted  the  first  individual  oral  hygiene  instruction, 
the  client's  oral  hygiene  was  poor,  as  evidenced  by  red  cote  staining. 
Client  1  had  some  initial  problems  in  using  the  toothbrush,  but  after 
several  attempts  he  stated  he  was  comfortable  with  the  new  method. 
He  expressed  surpise  when  I  told  him  to  dry  brush  at  night  and  to 
reduce  the  amount  of  toothpaste  he  was  using.    During  this  session, 
the  client  asked  me  several  questions  about  his  sexual  dysfunction 
and  wanted  to  know  if  it  was  related  to  the  antabase  he  was  taking. 
I  explained  that  the  cause  was  probably  his  alcoholism  and  not  the 
medication.    We  spent  a  short  amount  of  time  on  this  topic  and  he 
related  his  ability  to  talk  with  me  because  I  really  seemed  to  care. 
He  said  he  looked  forward  to  seeing  me  because  I  made  him  feel  good 
about  himself. 

During  group  instruction.  Client  1  stated  that  he  was  surprised 
that  he  could  save  some  of  his  teeth.    He  thought  they  would  all  need 
to  be  pulled.    He  said  that  I  really  motivated  him  to  work  harder 
to  keep  his  teeth  clean.    He  also  said  the  group  was  good  because 
members  challenged  each  other  to  see  who  would  have  the  best  home 
care  report.    Client  1  also  said  that  he  felt  more  like  smiling  and 
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that  he  definitely  felt  better  about  himself.    He  wants  to  return 
to  work  as  a  welder  and  then  pursue  getting  his  teeth  fixed. 

I  instructed  the  client  on  flossing  techniques  by  demonstration 
on  a  dentoform,  the  block  model,  and  in  his  mouth.    He  then  did  a 
return  demonstration  in  the  three  areas  and  was  able  to  show  pro- 
ficiency.   I  also  showed  him  how  to  work  the  gel  between  his  teeth 
and  into  the  gingival  crevice.    I  recommended  that  he  have  his 
upper  right  second  molar  checked  by  an  oral  surgeon. 

During  the  second  group  discussion,  Client  1  told  me  the  oral 
surgeon  had  extracted  his  tooth  and  advised  him  to  have  all  his  teeth 
taken  out  because  he  was  going  to  lose  all  of  them  anyway.    He  said 
he  was  upset  and  told  the  dentist  that  he  intended  to  keep  his  teeth 
as  long  as  possible.    He  said  that  for  the  first  time  someone  was 
telling  him  how  to  care  for  his  teeth  and  that  he  was  going  to  keep 
them  as  long  as  possible.    He  was  doing  well  with  his  brushing,  but 
having  some  problems  with  the  floss,    I  showed  him  how  to  use  the 
proxybrush  and  rubber  tip  and  he  said  he  felt  more  confident  in  his 
ability  to  use  these  aids. 

Client  1  stopped  by  for  an  unscheduled  appointment  and  had  me 
check  his  home  care.    He  used  the  disclosing  tablet  and  I  had  him 
show  me  how  he  was  using  the  dental  aids.    He  had  made  some  improve- 
ment and  stated  that  he  felt  more  comfortable  with  what  he  was  doing. 

The  client  came  by  the  next  day  with  his  floss  and  viewed  the 
film  on  flossing  technique.    He  said  he  still  wanted  to  try  the  floss 
because  one  day  he  would  "master"  it.    During  the  simulation  exercise, 
he  played  the  role  of  "flosser"  and  by  using  the  belt  to  demonstrate 
flossing,  he  said  he  could  more  clearly  see  how  it  was  done,  but  it 
was  still  difficult  to  do  in  his  own  mouth. 
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On  the  final  assessment,  the  client's  gingival  status  showed 
little  change;  however,  on  the  Plaque  Index  he  showed  considerable 
improvement.    His  score  went  from  a  2.80  to  1.33.    He  said  he  had 
been  using  the  gel  every  other  day  (he  was  assigned  the  placebo)  and 
that  his  mouth  really  felt  much  better.    He  said  he  planned  to  follow 
up  on  the  dental  prophy  as  soon  as  he  finished  treatment.    He  said 
he  really  appreciated  the  program  and  all  the  help  because  now  he 
really  does  not  want  to  lose  his  teeth. 

He  showed  me  a  picture  of  his  daughter  and  her  baby  and  said  he 
was  upset  because  she  was  going  to  put  the  baby  up  for  adoption. 
We  talked  for  awhile  about  his  family  problems  with  his  estranged 
wife  and  the  two  children.    He  said  he  really  hoped  the  family 
situation  would  not  cause  him  to  start  drinking  again.    I  told  him 
no  one  could  cause  him  to  drink  and  that  he  would  need  to  concentrate 
on  not  using  this  as  an  excuse  to  turn  to  alcohol  again.    We  discussed 
several  alternative  strategies  to  open  family  communication,  and  I 
emphasized  the  need  to  use  his  AA  support  groups.    He  said  I  was 
really  a  people  motivator  and  that  he  would  try  hard  to  follow  up 
on  my  advice.    As  he  was  walking  out  the  door  he  said,  "You  have 
helped  me  in  more  ways  than  you  will  ever  know." 

Client  2  is  a  24-year-old  white  male.    He  has  never  been  married 
and  lives  with  his  mother.    He  has  a  high  school  equivalency  diploma 
and  vocational  training  in  bricklaying.    He  had  recently  worked  as  a 
concrete  finisher  but  is  currently  unemployed. 

He  was  born  in  Maryland.  His  parents  were  divorced  when  he 
was  young  and  he  was  raised  by  his  mother  and  stepfather.    He  is 


94 


the  oldest  male  in  a  family  of  five  brothers  and  three  sisters.  He 
described  his  mother  as  "great,  very  understanding,  easy  to  talk  to, 
and  loving."    He  said  he  could  not  really  describe  his  father  because 
he  had  not  seen  him  in  17  years  except  on  occasional  weekends.  He 
said  he  still  had  some  resentment  and  emotional  hurt  toward  his 
stepfather's  suicide.    Of  his  home  life,  he  stated  that  it  was  great 
and  that  he  had  good  communications  with  all  his  family  members.  He 
said  he  was  very  athletic  but  did  not  like  school  and  that  this  had 
caused  some  problems.    He  did  not  know  if  anyone  in  his  family  was 
an  alcoholic.    Regarding  his  family's  attitude  toward  his  drinking, 
he  stated  that  they  did  think  he  had  a  problem,  but  they  do  not  feel 
like  it  is  out  of  control.    The  client  also  said  that  he  feels  like 
he  has  a  problem  but  he  does  not  feel  that  he  is  an  alcoholic.  He 
said  that  he  only  had  a  slight  drinking  problem  because  he  seldom 
drinks  liquor.    He  also  stated,  "I  don't  feel  I'm  powerless  over 
alcohol . " 

The  coercive  factor  that  put  the  client  in  alcoholism  treatment 
was  a  court  order.    He  was  referred  by  his  federal  parole  officer. 
He  is  listed  as  a  residential  client.    The  client  stated  that  he 
had  never  been  in  detoxification  or  previously  treated  for  alcoholism. 
He  had,  however,  been  in  jail  six  times  for  alcohol -related  incidents, 
and  one  time  for  a  non-alcohol -related  incident.    He  has  had  only 
one  DWI,  in  late  1983.    His  current  legal  status  was  listed  as 
parole. 

Client  2  stated  that  his  first  contact  with  alcohol  was  at  age 
17,  followed  shortly  by  his  first  drinking  experience  and  first 
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intoxication.    He  denied  having  ever  experienced  a  first  eye-opener, 
relief  drinking,  blackout,  loss  of  control,  or  morning  tremors.  He 
also  denied  any  convulsions,  hallucinations,  or  delirium  tremors, 
and  stated  he  was  involved  in  fights  only  as  a  means  of  self-defense. 
The  client  usually  drinks  with  friends  and  only  on  weekends.  He 
stated  that  at  his  peak  drinking  he  averaged  a  case  and  a  half  to 
two  cases  of  beer  over  a  24-hour  period.    He  had  his  last  drink  on 
January  27,  1984. 

Client  2  also  reported  that  he  used  other  drugs  including 
quaaludes,  speed,  acid,  and  glue  sniffing.    He  denied  adverse 
reactions  to  any  of  these  drugs  and  further  stated  that  he  had  never 
attempted  suicide. 

Regarding  his  current  levels  of  functioning,  both  his  judgment 
and  insight  were  recorded  as  below  average.    There  was  uncertainty 
as  to  whether  the  client  was  depressed;  however,  he  expressed  fear 
and  appeared  anxious.    His  desire  for  help  and  his  attitude  were 
listed  as  fair  and  his  self-image  was  noted  as  poor. 

The  client  reported  no  physical  handicaps  and  no  serious 
illnesses  or  surgeries.    He  did  state  that  he  had  been  treated 
for  syphillis  in  1979  and  again  in  1983.    The  client  smokes  one 
and  a  half  packages  of  cigarettes  daily.    He  is  currently  taking 
antabase  and  vitamin  B  complex  with  zinc. 

The  client's  last  dental  visit  was  in  1982  at  which  time  he 
had  a  third  molar  extracted  with  no  complications.    He  stated  that 
he  brushed  his  teeth  four  times  a  day  with  a  soft  bristle  toothbrush. 
He  also  said  that  he  had  used  dental  floss  in  the  past,  but  that  it 
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made  his  gums  bleed.    His  gums  also  bleed  if  he  brushes  too  long. 
He  stated  that  his  teeth  are  sensitive  to  cold  foods  and  liquids  and 
that  he  clenches  his  jaws  while  sleeping. 

On  the  initial  examination,  the  client  did  not  appear  to  have 
any  oral  abnormalities.    He  did  have  a  coated  tongue  and  thick, 
viscid  saliva.    Initial  examination  also  revealed  extensive  tooth 
decay,  and  both  moderate  stain  and  calculus  deposits.    The  client 
was  missing  six  teeth.    His  Gingival  Index  was  in  the  fair  range  at 
1.56  and  his  Plaque  Index  was  poor  at  2.45.    The  client  had  little 
verbal  response  and  only  stared  at  me  during  the  initial  examination. 

The  client  was  able  to  demonstrate  his  ability  to  use  the 
toothbrush  with  a  limited  amount  of  instruction.    He  expressed 
surprise  when  I  told  him  to  reduce  the  amount  of  toothpaste  and 
to  concentrate  on  how  he  used  the  brush.    He  said  he  thought  that 
the  more  toothpaste  you  used,  the  cleaner  you  could  get  your  teeth. 
Before  he  left,  he  stopped  by  the  door  and  asked  if  I  was  married. 

Client  2  did  not  come  to  the  group  instruction.    His  roommate 
said  that  he  had  had  an  argument  with  his  counselor  and  that  he  was 
depressed.    I  asked  everyone  in  the  group  to  encourage  the  client 
to  come  back  into  the  program  the  next  week  and  to  tell  him  that  I 
would  schedule  him  for  another  individual  appointment. 

Client  2  did  not  keep  his  individual  appointment,  so  I  asked 
one  of  the  residents  to  tell  him  that  I  wanted  to  talk  to  him.  He 
stopped  by  before  the  next  group  meeting,  apologized,  and  told  me 
that  if  it  was  not  too  late  that  he  wanted  to  come  back  into  the 
program.    With  limited  instruction,  he  was  able  to  use  the  floss. 
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He  said  he  had  been  practicing  and  that  his  roommate  was  helping 
him.    I  demonstrated  the  use  of  the  stimulator  and  again  showed 
him  how  to  work  the  brush  between  the  tooth  and  gum.    He  was  very 
receptive  and  even  helped  to  show  the  others  how  to  floss  when 
we  did  group  instruction. 

The  client  did  not  attend  the  next  group  session  and  missed 
the  film.    The  day  prior  to  the  final  assessment,  he  stopped  by 
and  told  me  that  he  missed  the  other  sessions  because  he  was  not 
having  any  problems. 

During  the  last  examination,  the  client  said  he  was  going  to 
continue  to  work  on  remembering  to  floss.    He  said  he  knew  how  to 
floss  and  felt  he  could  do  better.    While  his  gingival  status  had 
improved  only  slightly  to  a  1.45,  his  Plaque  Index  showed  considerably 
more  improvement  at  1.66.    He  stated  that  he  had  been  using  the  gel 
daily  and  felt  that  it  really  helped  (he  was  assigned  the  placebo). 
He  wanted  to  know  when  I  would  tell  everyone  about  the  gel  because 
if  he  did  not  have  the  real  thing,  he  wanted  to  make  sure  that  he 
got  it  because  he  felt  that  it  would  make  a  difference. 

Client  3  is  a  43-year-old  white  male.    He  has  been  married  four 
times  and  is  currently  divorced.    He  has  nine  children.    He  stated 
that  he  has  no  current  residence.    He  quit  school  in  the  eighth 
grade,  but  has  vocational  training  in  plumbing,  welding,  jewelry 
making,  and  nurses'  assisting.    He  worked  as  a  merchant  marine  cook 
for  the  past  20  years  and  is  presently  unemployed. 

Client  3  was  born  in  Louisiana.  Both  of  his  parents  are 
deceased.  As  the  youngest  of  nine  children,  he  was  raised  by 
relatives  from  the  time  he  was  eight  years  old.    He  described  both 
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his  mother  and  his  father  as  ignorant  and  uneducated.    He  said  that 
both  died  from  alcoholism.    In  depicting  his  home  life  he  said,  "I  was 
abused--an  outsider,  an  outcast."    He  maintains  no  contact  with  any 
of  his  family  members. 

The  client  referred  himself  to  treatment  with  the  coercive  factor 
recorded  as  alcohol.    His  current  legal  status  is  clear  and  he  is 
classified  as  a  minimal  resident.    He  has  been  in  the  detoxification 
center  16  times,  lived  in  halfway  houses  two  times,  and  rescue  missions 
four  times.    He  has  also  been  treated  for  psychiatric  problems  in  the 
state  mental  hospital.  Veterans  Administration  (VA)  hospital,  and 
outpatient  mental  health  clinics  on  12  occasions.    He  was  treated 
for  alcoholism  four  times  between  1980-82.    He  has  been  in  jail 
approximately  85  times  for  alcohol -related  incidents  and  1  time  for 
4  years  for  a  non-alcohol -related  incident.    He  has  had  11  DWIs,  the 
last  one  in  1970. 

The  client  stated  that  his  first  contact  with  alcohol  was  at 
age  six.    His  first  drinking  experience,  first  intoxif ication,  and 
first  relief  drinking  occurred  at  age  12.    He  had  his  first  blackout 
at  age  15,  first  fight  at  age  16,  his  first  eye  opener  at  age  21, 
and  first  loss  of  control  at  age  25.    He  had  experienced  convulsions, 
hallucinations,  and  delirium  tremors  by  age  27.     The  client  denied 
any  personality  changes  due  to  alcohol.    He  did  say  that  alcohol  had 
caused  problems  with  his  job,  family,  finances,  health,  and  sex. 
The  client  usually  drinks  alone  and  on  a  daily  basis.    He  stated 
that  at  his  peak  drinking  he  averaged  two  quarts  of  wine  with  two 
cases  of  beer  over  a  24-hour  period.    He  had  his  last  drink  on 
February  6,  1984. 


He  stated  that  he  had  used  downers  several  years  ago  and 
numerous  other  drugs  in  the  past.    He  also  said  that  he  had  snorted 
cocaine  on  February  6  prior  to  his  admission  into  treatment.  The 
client  indicated  that  he  had  suffered  both  withdrawal  and  adverse 
reactions  to  alcohol.    He  had  also  attempted  suicide  three  times 
with  the  last  attempt  in  1979  when  he  drank  two  quarts  of  rubbing 
alcohol . 

Client  3  stated  that  he  had  hepatitis  in  1982  and  that  he 
currently  has  an  enlarged  liver.    He  has  asthma  and  has  been  on 
bronchial  spray  medication  since  childhood.    He  also  reported  that 
he  had  had  two  major  hernia  surgeries  with  recurring  problems.  He 
does  not  smoke  but  persistently  coughs  up  blood  when  drinking.  He 
is  taking  antabase  and  vitamin  B  complex  with  zinc. 

The  client's  levels  of  functioning  indicated  that  his  desire 
for  help  was  good  and  his  attitude  fair.    He  appeared  to  be  depressed 
and  had  a  poor  self-image.    All  other  levels  of  functioning  were 
within  a  normal  range. 

The  last  dental  examination  Client  3  had  was  in  1983  at  which 
time  he  had  four  teeth  extracted.    The  client  stated  that  he  used 
a  hard  bristle  toothbrush  two  times  a  day.    He  has  never  used  dental 
floss.    His  teeth  are  sensitive  to  cold  foods  and  liquids  and  he 
chews  only  on  the  right  side  to  avoid  pain  on  the  left  side.  He 
said  his  gums  often  feel  tender  or  swollen  and  he  loses  or  breaks 
fillings  easily. 

On  making  the  initial  oral  cancer  examination,  I  noted  two 
suspicious  areas.    The  client  also  had  a  coated  tongue  and  enlarged 
parotid  glands.    He  had  extensive  heavy  stain  and  calculus  deposits 
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throughout  his  mouth  and  was  missing  10  teeth.    During  the  initial 
examination,  he  was  cooperative  and  said  he  was  eager  to  learn 
because  he  really  wanted  to  keep  his  teeth. 

When  I  conducted  the  first  individual  instruction,  Client  3's 
home  care  was  fair-poor  as  evidenced  by  the  red  cote  staining.  He 
was  able  to  follow  instructions  easily,  but  teased  me  about  the 
program.    He  said  he  thought  it  was  silly,  but  would  do  it  to  please 
me.    He  commented  on  how  I  looked  and  said  that  he  looked  forward  to 
seeing  me.    I  told  him  that  he  really  needed  to  do  his  oral  home  care 
for  himself  and  not  just  for  me  because  I  would  not  always  be  there. 
He  said  he  would  stick  with  the  program  and  use  the  gel  although  he 
did  not  like  the  taste.    He  also  told  me  that  he  was  a  merchant 
seaman  but  had  lost  his  job  because  of  his  drinking.    He  said  he  had 
also  been  a  nurse's  aid  in  the  Veterans  Administration  hospital  and 
he  asked  if  I  would'  help  him  decide  what  type  of  work  he  should  do 
when  he  finished  treatment. 

During  the  first  group  instruction.  Client  3  was  very  quiet. 
The  only  comment  he  made  was  that  the  program  was  a  good  idea  and 
he  thought  that  he  could  save  his  teeth.    During  one  part  of  the 
discussion,  I  noticed  that  he  had  dozed  off. 

The  next  week  I  learned  from  several  other  program  participants 
that  Client  3  had  decided  to  quit  the  dental  program.    I  found  him 
in  the  "fishbowl"  and  asked  if  he  would  come  talk  with  me.    He  told 
me  that  he  had  heard  all  this  information  before  and  he  thought 
that  I  would  be  able  to  fix  his  teeth.    I  asked  if  he  had  ever  used 
the  rubber  tip  stimulator  and  he  said  no,  but  that  he  would  like  to 
see  it.    I  demonstrated  its  use  and  then  let  him  try  it.    He  was  able 
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to  use  it  and  said  that  it  seemed  to  make  sense  and  that  he  really 
wanted  to  continue  in  the  program.    He  came  by  later  that  day  and 
brought  me  an  apple. 

After  the  next  group  instruction.  Client  3  stayed  to  talk.  He 
said  that  he  really  liked  the  stimulator  and  was  using  it  every  day. 
He  also  told  me  that  he  used  to  be  a  chef  and  he  thought  he  would 
rather  do  that  than  complete  the  LPN  training  suggested  by  his 
counselor.    He  spent  about  15  minutes  talking  about  all  the  foods 
he  could  cook  and  wanted  to  know  if  I  thought  he  would  be  a  good  chef. 
He  also  wanted  to  know  if  I  had  eaten  the  apple  he  gave  me  because 
he  had  another  one  to  give  me. 

The  client  missed  the  film,  but  he  did  participate  in  the 
simulation  exercise.    He  was  one  of  the  toothbrushes,  and  he  said 
he  thought  this  was  the  best  part  of  all  the  instruction  because  it 
was  fun  but  still  taught  them  something. 

On  the  final  assessment,  the  client's  gingival  status  showed 
little  improvement,  with  a  2.60.    His  Plaque  Index  score  had  dropped 
to  a  2.10  which  put  his  home  care  on  the  borderline  of  fair.  He 
said  he  felt  that  his  home  care  had  really  improved  and  he  was  glad 
that  he  stayed  in  the  dental  program.    He  said  the  best  part  was  the 
"skit"  and  the  rubber  tip  stimulator.    He  said  he  had  used  the  gel 
only  on  several  occasions  because  he  did  not  like  the  taste  (he  had 
the  placebo) . 

Later  in  the  day  he  brought  me  another  apple  and  helped  me  put 
my  materials  in  the  car.    He  asked  if  I  would  come  to  the  annual 
picnic  and  if  he  could  still  come  visit  with  me  when  I  was  working 
with  the  other  group. 
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Client  4  is  a  24-year-old  white  female.    She  has  never  been 
married  and  lives  with  a  friend.    She  has  an  eight-year-old  child  who 
was  adopted  by  her  parents.    She  does  not  see  her  child  often.  The 
client  finished  high  school  but  has  had  no  vocational  training.  She 
has  worked  as  a  bartender  and  a  cashier.    She  lost  her  last  job 
because  of  her  drug  abuse.    She  has  been  unemployed  for  one  and  a 
half  years. 

The  client  was  born  in  Florida  and  lived  with  her  natural 
parents  for  her  first  five  years.    They  were  both  alcoholics  and 
accused  of  child  abuse.    She  was  raised  by  her  adoptive  parents  and 
lived  with  them  for  8  of  her  10  years.    She  was  a  ward  of  the  state 
for  2  years.    She  described  her  adoptive  mother  as  very  religious, 
aggressive,  and  a  good  person.    She  said  her  adoptive  father  was  an 
easy  going,  good  person  but  he  was  away  from  home  a  lot.    She  said 
her  home  life  was  very  strict  and  her  parents  showed  partiality. 
She  ran  away  from  home  a  lot  and  lived  in  juvenile  shelters  on 
several  occasions.    She  stated  that  her  relationship  with  her 
family  was  good  and  that  she  was  just  building  a  relationship  with 
her  older  sister.    She  stated  that  neither  of  her  parents  drank, 
and  that  they  do  not  like  nor  accept  her  drinking. 

The  client  was  referred  by  the  staff  at  the  detoxification 
center.    She  reported  the  coercive  factor  as  her  desire  to  stop 
drinking.    She  is  classified  as  a  minimal  resident.    She  has  been 
in  detoxification  on  two  occasions  and  received  medical  attention 
once  for  a  physical  problem  related  to  alcoholism.    She  had  had 
one  alcohol-related  arrest  and  has  also  been  in  jail  one  time 
for  a  non-alcohol-related  incident.    She  had  one  DWI  in  1981.  Her 
current  legal  status  is  clear. 
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The  client  stated  that  her  first  contact  with  alcohol  and  her 
first  intoxication  were  at  age  eight,  while  her  first  drinking 
experience  occurred  at  age  12.    Her  first  loss  of  control  and  noted 
personality  changes  appeared  at  age  18.    By  the  time  she  reached 
age  21.  the  client  had  experienced  her  first  eye  opener,  relief 
drinking,  first  blackout,  morning  tremors,  fighting,  and  hallucinations. 
She  stated  that  alcohol  had  caused  problems  with  her  job,  health,  and 
finances.    She  denied  having  ever  experienced  convulsions  or  delirium 
tremors.    Her  present  reported  drinking  pattern  over  a  24-hour  period 
was  two  six  packs  of  beer  with  a  peak  of  three  six  packs  of  beer  and 
one  pint  of  liquor.    The  client  had  her  last  drink  on  January  20, 
1984. 

The  client  also  stated  that  she  had  regularly  used  numerous 
other  drugs  including  cocaine,  pot,  uppers,  and  downers.    She  began 
using  these  other  drugs  at  age  12  and  her  last  drug  use  was  on 
January  11,  1984,  when  she  injected  cocaine.    She  has  been  hospitalized 
due  to  withdrawal  symptoms  and  an  adverse  reaction  to  a  combination 
of  alcohol  and  drugs.    She  attempted  suicide  twice  at  age  10  and  12 
by  taking  overdoses  of  sleeping  pills.    She  stated  that  the  cause 

was  family  problems. 

The  client  has  had  only  two  minor  surgeries  and  has  been  treated 
twice  for  syphilis.    Just  prior  to  entering  alcoholism  treatment, 
she  had  an  abortion  and  she  was  still  being  treated  for  a  bacterial 
infection.    She  stated  that  she  does  feel  pain  in  her  chest  upon 
exertion  and  shortness  of  breath  after  mild  exertion.    She  said  she 
has  been  coughing  up  blood  periodically  for  several  years.  She 
smokes  two  packages  of  cigarettes  daily.    She  is  taking  antabase  and 
vitamin  B  complex  with  zinc. 
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Her  judgment  and  insight  were  recorded  as  below  average  and  she 
appeared  somewhat  depressed.    It  was  also  noted  that  she  had  low 
self-esteem  and  a  poor  self-image.    All  other  levels  of  functioning 
were  within  normal  range. 

Client  4's  last  dental  visit  was  10  years  ago  when  she  had  her 
orthodonic  bands  removed.    The  client  stated  that  she  used  a  hard 
bristle  toothbrush  two  times  a  day.    She  had  used  dental  floss  in 
the  past  but  stopped  because  it  made  her  gums  bleed.    She  said  her 
gums  often  feel  tender  or  swollen.    The  client  also  noted  that 
she  felt  twinges  of  pain  when  her  teeth  come  in  contact  with  sweet 
or  cold  foods  and  liquids.    She  chews  primarily  on  the  right  side 
of  her  mouth,  clenches  her  jaws  while  sleeping  and  breaks  fillings 
easily.    She  usually  breathes  through  her  mouth  and  bites  her 
cheeks,  lips,  and  fingernails. 

Upon  initial  oral  cancer  examination,  I  noted  no  clinical 
abnormalities.    The  client  had  moderate  decay,  stain,  and  calculus 
deposits.    She  was  missing  eight  teeth.    Her  Gingival  Index,  1.17, 
and  Plaque  Index,  1.72,  were  in  the  fair  range. 

During  the  first  individual  instruction  the  client  easily 
demonstrated  her  ability  to  use  the  brush  to  properly  clean  all 
tooth  surface  areas.    She  said  that  she  had  really  been  working  on 
her  home  care  since  I  first  examined  her  mouth  and  she  felt  that 
she  was  doing  much  better.    The  only  caution  I  had  to  give  was  for 
her  to  not  be  overzealous,  and  to  make  sure  she  used  only  a  soft 
bristle  toothbrush  and  the  new  technique.    Her  home  care  was 
good  as  evidenced  by  red  cote  staining.    She  had  just  learned  that 
she  was  finishing  treatment  the  next  week  and  she  wanted  to  make 
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sure  that  she  could  continue  in  the  dental  program.    I  agreed  to  spend 
more  individual  time  with  her  to  demonstrate  the  new  techniques  and 
assured  her  that  I  would  come  to  the  halfway  house  and  follow  up  on 
her  progress.    We  spent  about  30  minutes  talking  about  women's  rights 
and  equality.    She  said  that  she  really  wanted  to  straighten  out  her 
life,  get  a  good  job,  and  go  to  school.    Client  4  said  she  would 
like  to  be  an  X-ray  technician  or  a  dental  assistant.    She  asked  me 
if  I  would  do  vocational  counseling  with  her.    She  told  me  that 
I  was  the  best  counselor  she  knew  and  that  it  was  obvious  that  I 
cared  and  had  people  skills.    She  said  that  I  had  become  a  role  model 
for  many  of  the  female  residents. 

I  worked  with  this  client  again  individually  and  in  a  small  group 
We  did  demonstration/return  demonstration  in  her  mouth  and  also  used 
the  other  teaching  aids  to  help  her  understand  the  "how  to"  of  flossing 
We  reviewed  flossing  several  times  and  she  was  able  to  demonstrate  her 
ability  to  floss;  however,  she  felt  it  was  difficult.    I  showed  her 
how  to  use  the  rubber  tip  stimulator,  to  which  she  responded  very 
favorably.    She  agreed  to  continue  to  work  with  the  floss  and  to  use 
the  stimulator  as  a  substitute.    Client  4  told  me  that  she  was  very 
concerned  about  what  "speed"  had  done  to  her  upper  anterior  teeth 
and  that  she  really  wanted  to  follow  up  by  having  her  dental  work 
completed.    I  recommended  the  community  college  dental  hygiene 
program  for  a  complete  prophy  and  further  evaluation.    She  was  very  ■ 
interested  but  wanted  me  to  do  the  prophy.    I  told  her  that  this 
was  not  possible  because  I  was  not  on  their  staff;  however,  I  knew 
all  the  instructors  and  could  confidently  assure  her  that  everyone 
there  was  well  qualified.    She  said  she  would  follow  up  because  of  my 
strong  recommendation  and  that  she  trusted  my  opinion. 
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I  saw  the  client  again  for  individual  instruction.    She  had 
many  questions  on  flossing  and  was  pleased  because  the  red  cote 
staining  showed  that  her  home  care  had  greatly  improved. 

During  the  final  assessment,  the  client  again  asked  when  I 
could  come  to  the  halfway  house.    She  wanted  to  follow  up  on  the 
dental  program  as  well  as  her  vocational  program.    I  told  her  that 
it  would  be  about  2  weeks  before  I  would  be  going  to  the  halfway 
houses.    Her  home  care  was  much  improved.    She  was  having  no  trouble 
with  the  brush;  however,  flossing  still  posed  problems  and  she  was 
using  the  rubber  tip  most  of  the  time.    Her  Gingival  Index  score 
dropped  to  a  1,06  and  her  Plaque  Index  to  ,08,  which  is  well  within 
the  good  range.    She  was  using  the  gel  daily  and  had  been  assigned 
the  placebo.    She  told  me  that  the  program  really  made  her  feel  better 
about  herself  and  she  felt  that  she  finally  had  a  good  start  on  life. 

I  did  see  the  client  later  at  the  halfway  house.    I  checked  her 
home  care  which  looked  great  and  together  we  reviewed  the  dental 
program.    She  was  working  and  planning  to  enter  a  vocational  program 
in  several  months. 

Client  6  is  a  55-year-old  white  male.    He  has  been  married  one 
time,  has  no  children,  and  is  currently  divorced.    He  has  a  bachelor's 
degree  and  has  worked  as  a  sports  writer,  salesperson,  and  state 
social  services  employee.    Alcohol  has  caused  him  to  lose  all  of  his 
jobs  and  he  is  presently  unemployed. 

He  was  born  in  Tennessee  and  was  raised  by  both  parents.  His 
parents,  only  brother  and  one  sister  are  deceased.    He  was  the 
youngest  of  four  children  and  stated  that  his  relationship  with  his 
sister  is  excellent.    He  described  his  mother  as  "an  angel,  near 
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saint,  loved  by  all,  adorable."    He  depicted  his  father  as,  "a  hard 
worker,  good  provider  with  no  time  for  a  son  who  was  an  accident." 
Of  his  home  life  the  client  stated  that  he  had  a  loving  mother  and 
stern  father,  and  that  most  of  his  needs  were  met.    There  is  no 
history  of  alcoholism  in  the  client's  family,  and  he  said  that 
members  of  the  family  were  unaware  of  his  drinking  problem  for 
many  years. 

The  coercive  factor  that  placed  the  client  in  treatment  was  a 
court  order  under  the  Myers  Act.    He  is  classified  as  a  minimal 
resident.    The  client  has  been  in  detoxification  on  30  occasions, 
in  the  Salvation  Army  one  time,  in  halfway  houses  three  times,  and 
in  rescue  missions  several  times.    He  has  an  extensive  history  of 
psychiatric  problems  and  has  been  treated  in  state  mental  institutions 
and  mental  health  clinics  more  than  15  times.    He  has  been  treated 
for  alcoholism  eight  times,  the  most  recent  treatment  in  1981.  He 
has  been  in  jail  30  times  for  al cohol -related  incidents  and  has 
had  6  DWIs,  the  last  one  in  1973.    His  current  legal  status  is  the 
Myers  Act. 

Client  6  stated  that  his  first  contact  with  alcohol  was  at  age 
14.    His  first  drinking  experience  and  first  intoxication  occurred 
at  age  16,  and  his  first  blackout  at  17.    He  began  relief  drinking, 
experienced  loss  of  control,  and  had  his  first  eye  opener  at  18. 
At  age  22  he  began  to  have  morning  tremors.    By  28  he  had  had 
convulsions  and  hallucinations,  and  by  37  was  experiencing  delirium 
tremors.    The  client  stated  that  alcohol  had  caused  problems  with 
his  job,  family,  finances,  health,  and  sex.    He  stated  that  he 
drinks  daily,  alone  or  with  friends.    Prior  to  this  admission,  he 
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had  been  sober  for  18  months.    During  this  current  binge,  his  drinking 
pattern  was  two  six  packs  of  beer  with  a  peak  of  one  case  of  beer 
in  a  24-hour  period.    He  had  his  last  drink  on  January  29,  1984. 

The  only  other  drug  that  this  client  uses  is  an  antidepressant 
which  he  takes  three  times  daily  as  prescribed  by  his  physician.  He 
has  been  on  this  medication  for  more  than  three  years.    He  did 
attempt  to  overdose  with  a  combination  of  elavil  and  alcohol  on 
January  23,  1984.    He  has  also  attempted  suicide  on  five  other 
occasions. 

All  levels  of  functioning  were  listed  within  a  normal  range. 
However,  the  evaluator  had  been  uncertain  whether  the  client  was 
depressed,  and  listed  both  the  self-image  and  the  desire  for  help 
as  fair. 

The  client  had  polio  at  13,  and  at  40  sustained  a  severe  face 
injury  in  a  fight.    He  has  bursitis  in  his  right  shoulder  and 
reported  that  he  has  chronic  gastritis.    He  had  several  non- 
malignant  tumors  removed  from  the  back  of  his  skull  when  he  was  43 
and  had  had  high  blood  pressure  for  several  years.    He  smokes  one 
package  of  cigarettes  a  day.    In  addition  to  the  antidepressant,  he 
is  also  taking  antabase  and  vitamin  B  complex  with  zinc. 

The  client's  last  dental  visit  was  20  years  ago  at  which  time 
he  had  several  teeth  extracted.    He  stated  that  he  always  had 
complications  with  his  dental  treatments.    He  uses  a  medium  bristle 
toothbrush  five  times  a  day  but  has  never  used  dental  floss.  He 
stated  that  his  teeth  are  sensitive  to  hot  foods  and  liquids  and  that 
he  chews  on  the  left  side  of  his  mouth  since  this  is  the  only  side 
with  teeth.    He  stated  that  his  gums  often  feel  tender  or  swollen,  he 
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gags  easily,  and  he  usually  loses  or  breaks  fillings.    He  bites  his 
cheeks  and  lips  and  breathes  primarily  through  his  mouth.    He  stated 
that  he  always  experiences  dryness  of  the  mouth,  possibly  due  to  the 
medication. 

Upon  initial  oral  cancer  examination,  the  client  had  five  noted 
suspicious  areas.    His  tongue  was  coated  and  geographic  in  appearance. 
He  had  extensive  heavy  stain  and  both  supra-gingival  and  sub-gingival 
calculus  deposits.    He  was  missing  15  teeth  and  the  remaining  teeth 
showed  extensive  carious  lesions.    His  gingival  and  plaque  scores  were 
both  in  the  poor  range,  the  former  a  2.07  and  the  latter  a  2.44. 
During  this  examination  appointment,  the  client  talked  extensively 
about  his  psychiatric  problems  and  recent  suicide  attempt.    He  said 
he  believed  he  could  now  maintain  sobriety  and  that  he  felt  his 
teeth  were  important  to  how  he  looked  and  felt  about  himself.  He 
said  this  dental  program  should  also  help  him  with  his  sobriety. 

During  the  first  individual  instruction,  the  client  tried  hard 
to  master  the  brushing  technique.    He  was  able  to  follow  instructions, 
but  I  had  problems  in  curtailing  his  overzealousness  in  brushing. 
His  initial  home  care  as  evidenced  by  red  cote  staining  was  poor. 
He  said  he  used  a  lot  of  toothpaste  because  he  felt  that  the  more 
he  used  and  the  harder  he  brushed,  the  cleaner  he  could  make  his 
teeth.    He  said  he  looked  forward  to  seeing  me  and  that  in  talking 
with  me  he  felt  more  confident  about  himself.    He  stated  that  he 
really  wanted  to  participate  in  the  program  and  cooperate  because 
he  wanted  to  learn  how  to  take  care  of  his  teeth.    He  also  asked 
if  I  could  smooth  his  upper  front  tooth  that  he  had  chipped  in  a 
fight.    He  said  that  he  had  a  standing  psychiatric  counseling 
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appointment  and  that  it  conflicted  with  the  time  he  was  scheduled  for 
the  group  instruction.    He  was  anxious  about  missing  any  parts  of  the 
dental  program  and  wanted  to  know  if  he  could  be  in  a  different  group. 
I  reassured  him  that  there  were  no  problems  and  that  he  could  be  in 
the  earlier  group  instruction.    I  emphasized  that  his  alcohol  and 
mental  health  problems  should  definitely  be  his  priorities. 

Client  6  missed  the  first  group  instruction  because  he  had  to  be 
in  another  location  for  phase  four  of  the  treatment  program.    He  had 
one  of  the  other  residents  schedule  his  next  dental  appointment. 

The  client  appeared  very  anxious  while  he  attempted  to  use  the 
dental  floss.    He  became  frustrated  and  I  spent  about  30  minutes 
working  with  him.    He  said  that  it  was  important  for  him  to  learn 
to  use  the  floss.    I  did  not  want  to  substitute  the  rubber  tip 
stimulator  because  this  could  give  him  a  defeated  attitude.  I 
continued  to  encourage  him  and  demonstrated  floss  use.    By  the  end 
of  the  session,  he  was  able  to  use  the  floss  adequately. 

During  the  next  group  instruction.  Client  6  appeared  much  more 
relaxed  and  easily  demonstrated  his  ability  to  use  the  proxybrush 
and  rubber  tip.    I  did  need  to  work  separately  with  him  because  he 
was  overzealous  with  these  aids  and  caused  his  gums  to  bleed. 
Several  of  the  other  participants  also  worked  with  him  and  the 
group  interaction  appeared  to  be  successful.    By  the  end  of  the 
session,  he  was  using  both  the  proxybrush  and  the  stimulator  with 
apparent  ease  and  adequacy. 

During  the  next  individual  instruction,  the  client  was  able 
to  use  all  the  dental  aids  and  was  not  "over  doing"  any  of  them. 
He  told  me  that  the  program  had  really  helped  to  build  his  confidence 
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in  himself,  and  that  while  I  expected  a  lot,  I  made  him  feel 
relaxed  and  comfortable.    He  said  I  helped  him  to  become  more  self- 
motivated  and  dependent  on  himself. 

He  stopped  by  again  for  a  different  group  instruction  to  tell 
me  how  much  he  liked  the  rubber  tip  and  proxybrush.    He  said  his 
mouth  really  felt  great.    The  client  also  wanted  to  know  if  it  was 
o.k.  to  use  the  gel  more  than  once  a  day.    He  said  he  was  using  it 
four  or  five  times  daily  and  felt  that  this  was  a  good  idea.  I 
strongly  recommended  that  he  reduce  the  gel  use  to  only  once  a  day 
and  told  him  using  too  much  gel  would  be  more  of  a  disadvantage. 
(I  later  learned  he  had  been  assigned  the  placebo  gel.) 

Client  6  attended  the  flossing  film  and  said  it  looked  almost 
"too  easy"  in  the  film.    He  said  he  was  much  more  comfortable  using 
the  proxybrush  and  the  stimulator.    He  also  participated  in  the 
simulation  exercise  as  one  of  the  "teeth."    He  said  that  this  was 
one  of  the  best  parts  of  the  education  program  because  you  could 
have  fun  and  still  learn.    He  also  said  that  if  more  education  was 
like  this,  kids  would  stay  in  school  longer  because  they  would  know 
their  teachers  really  cared. 

During  the  final  examination,  the  client  was  very  excited.  He 
felt  he  had  done  well  in  the  program  and  wanted  to  get  his  teeth 
fixed  because  he  now  knew  he  could  save  them,  and  he  also  realized 
how  important  his  smile  was  to  his  overall  feeling  about  himself. 
Scores  on  his  Gingival  Index  moved  into  the  fair  range  with  a  1.85 
and  on  his  Plaque  Index  also  dropped  considerably  to  a  1.70.  He 
said  that  he  was  delighted  with  the  dental  program  and  that  since 
he  was  also  finishing  his  treatment  program  the  next  day,  the 
combination  really  boosted  his  ego. 
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Client  7  is  a  34-year-old  white  female.    She  has  been  married 
four  times,  is  currently  divorced,  and  is  living  with  her  boy  friend 
and  other  friends.    She  has  five  children,  none  of  whom  live  with 
her.    Client  7  quit  school  in  the  tenth  grade  and  has  had  no  vocational 
training.    She  has  worked  in  construction  and  as  a  waitress.    She  stated 
that  she  had  lost  several  jobs  due  to  alcohol  and  that  she  is  presently 
unemployed. 

Client  7  was  born  in  Georgia  and  was  raised  by  both  parents.  She 
is  the  second  oldest  child  in  a  family  of  three  boys  and  two  girls. 
She  described  her  mother  as  "a  good  person,  neat  and  clean;  she  worked 
hard  all  her  life  and  was  constantly  helping  people."    She  depicted 
her  father  as  "great,  a  hard  worker;  he  never  fussed  and  just  told  you 
things;  he  never  hollered  or  yelled."    Of  her  home  life  the  client 
said  that  her  parents  argued  and  fought  a  lot  and  were  now  divorced. 
She  said  she  had  a  fairly  good  childhood  and  had  been  on  her  own 
since  her  first  marriage  at  age  15.    The  client  said  that  her 
relationship  with  her  family  was  good.    She  did  not  know  if  there  was 
a  history  of  alcoholism  in  her  family  and  was  not  aware  of  the  family's 
attitude  toward  her  drinking. 

The  client  was  referred  to  treatment  by  a  court  order;  however, 
her  current  legal  status  is  clear.    She  is  classified  as  residential. 
She  has  been  in  detoxification  on  only  one  other  occasion  and  has 
no  prior  treatment  for  alcoholism.    She  has  been  in  jail  three  times 
for  alcohol-related  incidents.    She  has  never  had  a  Driving  While 
Under  the  Influence  citation. 

The  client  stated  that  she  had  her  first  contact  with  alcohol 
and  her  first  intoxication  at  age  13.    She  began  relief  drinking. 
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noticed  a  personality  change,  and  had  her  first  drinking  experience 
at  age  21.    Shortly  after  she  had  her  first  eye  opener  and  began  to 
get  involved  in  fights.    She  had  her  first  blackout  at  age  23  and  by 
25  she  had  morning  tremors  and  a  loss  of  control  over  alcohol.  She 
denied  having  experienced  convulsions,  hallucinations  or  delirium 
tremors.    She  said  that  alcohol  had  caused  problems  with  her  job, 
finances,  and  family.    She  usually  drank  daily  with  friends.    Client  7 
usually  drank  two  six  packs  of  beer  with  a  peak  of  two  cases  of  beer 
and  one  half-pint  of  liquor  in  a  24-hour  period.    She  had  her  last 
drink  on  February  24,  1984. 

The  client  stated  that  she  started  using  other  drugs  at  age  17. 
She  used  narcotics  until  she  was  21.    She  used  acid  and  tranquilizers 
until  last  year,  and  her  last  date  of  pot  use  was  February  25,  1984. 
Client  7  said  that  she  overdosed  on  heroin  at  age  21  and  was  placed 
in  a  mental  institution  for  a  short  time.    She  also  reported  that 
she  had  attempted  suicide  on  two  occasions.    On  the  last  occasion 
she  cut  her  wrist  while  drunk.    She  became  scared  and  had  her  boy- 
friend tape  the  cuts.    She  was  not  medically  treated  for  this  last 
attempt. 

The  client  reported  that  she  had  hepatitis  at  age  25.  She 
experiences  pain  in  her  chest  upon  exertion  and  smokes  one  package 
of  cigarettes  a  day.    She  stated  that  she  had  no  other  medical 
problems.    She  is  currently  taking  antabase  and  vitamin  B  complex 
with  zinc. 

Her  judgment  and  insight  were  recorded  as  below  average  with  a 
noted  indication  of  possible  depression.    Her  self-image  was  also 
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recorded  as  poor.    All  other  levels  of  functioning  were  recorded  as 
being  within  a  normal  range. 

The  client's  last  dental  examination  was  in  1971  at  which  time 
she  had  a  tooth  extracted.    She  uses  a  hard  bristle  brush  three  times 
a  day  and  does  not  use  dental  floss  because  it  makes  her  gums  bleed. 
She  said  she  usually  has  many  cavities  and  breaks  or  loses  fillings 
easily.    She  bites  both  her  cheeks  and  her  fingernails. 

On  the  initial  oral  cancer  examination,  I  noted  two  suspicious 
areas  and  slightly  enlarged  parotid  glands.    The  client  had  extensive 
heavy  black  stain  and  calculus  deposits  throughout  her  mouth.  She 
was  missing  five  teeth  and  had  many  areas  of  decay  on  her  remaining 
teeth.    Her  initial  Gingival  Index  was  2.08,  her  Plaque  Index,  2.29. 
The  client  was  somewhat  negative  during  this  initial  examination. 

When  I  conducted  the  first  individual  instruction,  the  client's 
oral  hygiene  was  fair  as  evidenced  by  red  cote  staining.    She  said 
she  had  started  working  on  her  home  care  after  her  initial  examination. 
She  had  a  more  positive  attitude  and  was  receptive  to  the  instruction. 
She  demonstrated  proficiency  with  only  a  small  amount  of  instruction 
and  demonstration.    She  expressed  surprise  about  limiting  the  amount 
of  toothpaste  and  the  desirability  of  brushing  her  tongue.    She  asked 
if  her  children  should  also  use  the  fluoride  gel  and  brush  in  the  same 
manner  as  I  was  showing  her.    I  told  her  that  this  would  be  a  good 
idea  if  she  would  work  with  them  on  the  technique.    She  stated  that 
she  was  feeling  better  about  the  dental  program  and  about  her  mouth. 
She  said  she  really  appreciated  everything  that  was  being  done  for 
her.    She  told  me  that  she  was  still  somewhat  suspicious  about  my 
motives  and  was  not  really  sure  why  I  was  doing  all  of  this  for  a 
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"bunch  of  alcoholics."   She  said  that  when  she  got  to  know  me  better 
maybe  she  would  feel  more  "sure  about  me." 

During  the  group  instruction,  the  client  said  she  came  into  the 
program  because  she  wanted  to  save  her  teeth.    She  wanted  to  know 
more  about  the  community  college  dental  hygiene  program  to  see  if 
she  could  really  follow  up  on  her  dental  care.    She  freely  demonstrated 
the  brushing  technique  to  other  group  members  and  said  that  helping 
others  was  a  good  way  to  learn.    During  an  open  discussion  about 
feelings,  she  asked  me  what  I  thought  about  people  in  the  program. 
She  wanted  to  know  if  they  were  what  I  expected.    After  the  session, 
she  came  to  me  privately  and  said  that  she  really  believed  that  I  was 
"o.k."    She  said  that  it  was  hard  for  her  to  trust  people,  but  that 
many  of  the  other  women  had  said  that  I  was  a  good  role  model  and 
she  was  beginning  to  agree  with  them.    She  also  said  she  was  not 
sure  why  I  cared,  but  that  she  really  did  believe  that  I  showed 
caring  and  love. 

The  client  missed  the  next  individual  and  group  instruction. 
When  I  saw  her  in  the  "fishbowl,"  she  said  she  had  been  preoccupied 
but  wanted  to  know  if  she  could  come  back  for  additional  instruction. 
Later  that  day  she  came  in  and  we  worked  together  on  her  flossing 
technique.    She  had  a  few  problems  initially  but  was  eventually 
able  to  use  the  floss.    I  showed  her  how  to  use  the  rubber  tip 
stimulator  and  reviewed  sucular  brushing.    She  was  able  to  demonstrate 
proficiency  in  both  areas. 

Client  7  participated  in  the  simulation  exercise  both  as  a 
"tooth"  and  as  a  "flosser."    I  had  her  lead  one  of  the  other  groups 
in  this  exercise  and  she  stated  that  this  was  the  liveliest  part  of 
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the  program  and  the  best  way  to  learn.    She  also  said  that  leading 
the  group  made  her  feel  important  and  good  about  herself. 

On  the  final  assessment,  the  client's  gingival  status  showed 
only  a  slight  improvement  at  1.94.    The  score  on  her  Plaque  Index 
showed  more  improvement  with  a  1.66.    She  said  that  she  had  used 
the  gel  only  two  to  three  times  a  week,  but  felt  that  it  really 
helped  (she  had  been  assigned  the  placebo).    She  said  that  from  the 
beginning  she  believed  in  the  benefits  from  the  dental  program  and 
that,  although  it  took  her  longer,  she  did  realize  that  I  cared  about 
each  one  of  them.    She  said  that  my  enthusiasm  had  finally  "gotten 
to  her"  and  that  she  was  beginning  to  feel  better  about  herself. 

Statistical  Summarization  of  Descriptive  Data 

The  total  experimental  group  population  included  28  alcoholics; 
however,  two  individuals  left  treatment  against  medical  advice  (AMA) 
prior  to  completion  of  the  study.    Descriptive  statistics  for  the 
control  group  are  based  on  23  alcoholics;  however,  four  people  left 
treatment  AMA.    Psychosocial  information  was  not  available  for  four 
other  control  group  participants  who  did  complete  the  dental  program. 

Out  of  the  total  sample  population  of  51  alcoholic  participants, 
62.75%  were  white  males  and  15.68%  were  black  males  with  a  total  male 
population  of  78.43%.    Of  the  total  group  19.61%  were  white  female  and 
1.96%  were  black  female  with  a  total  female  population  of  21.57%.  In 
the  experimental  group,  43.14%  were  male  and  11.76%  were  female.  By 
race  49.02%  were  Caucasian  and  5.88%  were  Black.    The  control  group 
was  comprised  of  35.29%  males  and  9.81%  females  with  a  population 
of  33.32%  Caucasians  and  11.76%  Blacks.    Out  of  this  same  population. 
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44.44%  were  classified  as  residential  (acute  alcohol ics) and  55.56% 
were  categorized  as  minimal  residential  (chronic  alcoholics). 
Further  analysis  revealed  that  37.78%  were  residential  males  and 
6.67%  were  residential  females.    Minimum  residential  males  comprised 
40%  of  the  total  sample  population  and  15.55%  of  the  females  were 
classified  as  minimal  residential.    The  experimental  group  had  a 
total  of  22.22%  residential  and  35.56%  minimum  residential  clients. 
In  the  control  group,  20%  were  residential  clients  and  22.22%  were 
minimum  residential  clients. 

The  typical  male  in  the  experimental  group  can  be  characterized 
as  Caucasian,  39  years  old,  5  feet,  8  inches  tall,  weighing  164 
pounds.    The  typical  female  was  Caucasian,  5  feet,  2  inches  tall, 
weighing  127  pounds. 

In  the  control  group,  the  average  male  was  also  Caucasian,  39 
years  old,  5  feet,  8  inches  tall,  weighing  164  pounds.    The  mean 
age  for  the  females  in  the  control  group  was  43.     The  average 
female  was  Caucasian,  5  feet,  6  inches  tall,  weighing  157  pounds 
(Table  1). 

Table  1 

EXPERIMENTAL  AND  CONTROL  GROUP  MEANS  AND  STANDARD  ERRORS  OF 
MEASUREMENT  FOR  HEIGHT  AND  WEIGHT  BY  SEX 


X 

Height 

Standard 
Error 

X 

Weight  in 
Pounds 

Standard 
Error 

Experimental  Group 

5'7" 

.859 

155.42 

6.02 

Male 

5'8" 

.737 

163.85 

6.63 

Female 

5'2" 

1 .140 

127.33 

4.71 

Control  Group 

5'7.5" 

.540 

162.80 

6.62 

Male 

5 '8" 

.562 

164.30 

5.48 

Female 

5'6" 

i.no 

157.50 

25.50 
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Members  of  the  experimental  group  had  had  an  average  of  1.3 
marriages,  while  the  control  group  participants  had  been  married  an 
average  of  .95  times.    Experimental  group  members  typically  had  1.92 
children  and  an  average  of  3.89  brothers  and  sisters.    In  the  control 
group  participants  had  an  average  of  1.84  children  and  2.52  siblings 
(Table  2). 

Table  2 

EXPERIMENTAL  AND  CONTROL  GROUP  MEANS  AND  STANDARD  ERRORS  OF 
MEASUREMENT  FOR  NUMBER  OF  MARRIAGES,  CHILDREN  AND  SIBLINGS  BY  SEX 

XXX 


§  Times 

Standard 

#  of 

Standard 

#  of 

Standard 

Married 

Error 

Children 

Error 

Sibl ings 

Error 

Experimental  Group 

1 .3 

.234 

1 .92 

.470 

3.89 

.521 

Male 

1.15 

.254 

1 .75 

.575 

4.25 

.624 

Femal e 

1 .84 

.542 

2.50 

.719 

2.66 

.760 

Congrol  Group 

.94 

.222 

1 .84 

.344 

2.52 

.448 

Male 

1.00 

.258 

1 .80 

.439 

2.33 

.433 

Female 

.75 

.479 

2.00 

.000 

3.25 

1 .49 

In  general,  almost  two-thirds  (60.78%)  of  the  study  participants 
were  raised  by  both  parents  with  31.37%  of  those  in  the  experimental 
and  29.41%  in  the  control  group.    A  family  history  of  alcoholism  was 
reported  by  72%  of  the  total  sample.    In  the  experimental  group  44% 
reported  a  family  history  of  alcoholism  and  in  the  control  group  28% 
noted  alcoholism  in  their  family. 

In  both  the  experimental  and  the  control  group  5.88%  of  the 
participants  were  employed  at  the  time  they  entered  treatment.  Over- 
all, employment  for  both  groups  was  11.76%. 
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The  average  number  of  years  of  education  was  11.58  years  for  the 
experimental  group  with  11.5  years  of  education  for  males  and  11.83 
years  for  females.    In  the  control  group,  the  average  number  of  years 
of  education  was  12.10  with  12.27  years  of  education  for  males  and 
11.50  years  for  females.    Overall,  44%  of  the  participants  in  both 
groups  had  received  vocational  training  with  22%  of  those  individuals 
vocationally  trained  in  each  group.    Out  of  the  total  sample  population, 
39.22%  of  the  participants  had  previous  military  service.    Of  the 
39.22%,  25.49%  of  those  with  previous  military  service  were  in  the 
experimental  group  and  13.73%  were  in  the  control  group. 

In  an  analysis  of  the  relevant  medical  data,  31.37%  of  the  total 
sample  population  had  current  medical  problems.    Of  this  total,  9.80% 
of  the  reported  medical  problems  were  from  the  experimental  group  and 
21.57%  from  the  control  group.    Additional  analysis  of  the  medical 
data  revealed  that  the  average  number  of  times  a  person  in  the 
experimental  group  received  medical  attention  for  an  alcohol -related 
problem  was  3.24  with  an  average  of  3.95  for  males  and  1.00  for 
females.    In  the  control  group  the  overall  average  for  alcohol - 
related  medical  attention  was  6.16  with  an  average  of  3.66  for 
males  and  15.5  for  females.    On  the  average  of  2.73  times  experi- 
mental group  members  used  other  mental  health  resources:    men  3.45 
times  and  females  .33  times.    Control  group  participants  used  other 
mental  health  resources  an  average  of  .542  times  with  males  using 
these  resources  6.20  times  and  females  2.50  times. 

Experimental  group  participants  had  gone  through  detoxification 
7.80  times  with  9.31  times  for  males  and  3.00  times  for  females.  In 
the  control  group,  participants  averaged  6.58  times  for  detoxification 
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with  5.53  times  reported  for  males  and  10.5  times  for  females. 
Clients  in  the  experiemntal  group  had  been  previously  treated  for 
alcoholism  an  average  of  2.04  times  with  previous  treatment  for 
males  on  an  average  of  2.6  times.    Females  in  this  group  reported 
no  previous  alcoholism  treatment.    In  the  control  group  the  average 
for  previous  alcohol  ism  treatment  was  .842  times.    Males  had  received 
treatment  an  average  of  .80  times  and  females  an  average  of  1  time. 

Twenty  percent  of  the  study  population  experienced  convulsions 
while  40%  reported  hallucinations.    Out  of  the  study  sample,  28,57% 
reported  having  had  delirium  tremors,  and  92.16%  noted  personality 
changes  (Tabl e  3) . 

Table  3 


SUMMARY  DATA  BY  GROUP  ON 

REPORTED  ALCOHOL-RELATED  MEDICAL 

PROBLEMS 

Alcohol -Related 

Total 

Problems 

% 

% 

Experimental 

Convul sions 

8 

20 

Control 

Convul sions 

12 

Experimental 

Hallucinations 

20 

40 

Control 

Hallucinations 

20 

Experimental 

Del i  rium  Tremors 

16.33 

28.57 

Control 

Del irium  Tremors 

12.24 

Experimental 

Personal ity  Changes 

52.94 

92.16 

Control 

Personal ity  Changes 

39.22 

On  other  types  of  problems  related  to  clients 

'  drinking 

.  88%  . 

reported  family  problems. 

80%  financial  problems. 

47%  sexual 

problems 

and  70%  different  health  problems.  Thirty- two  percent  reported 
suicide  attempts  (Table  4). 
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Table  4 

PERCENTAGES  OF  PROBLEMS  CAUSED  BY  DRINKING 


Type  of 
Problem 

% 

Total  % 

Experimental 

Family 

48 

88 

Control 

Family 

40 

Experimental 

Financial 

42 

80 

Control 

Financial 

38 

Experimental 

Sex 

22.45 

46.94 

Control 

Sex 

24.49 

Experimental 

Health 

30 

70 

Control 

Health 

40 

Experimental 

Suicide  Attempts 

18 

32 

Control 

Suicide  Attempts 

16 

Males  in  the  experimental  group  had  received  an  average  of  3.40 


DWIs  and  had  been  in  jail  an  average  of  14.6  times.    Females  in  this 
group  had  received  an  average  of  1  DWI  and  had  been  in  jail  an 
average  of  1.66  times.    Overall  the  experimental  group  reported  an 
average  of  2.85  DWIs  and  an  average  of  11.62  times  in  jail.    In  the 
control  group  the  male  participants  had  been  in  jail  an  average  of 
12.93  times  and  had  an  average  of  1.53  DWIs.    Females  had  received 
an  average  of  .250  DWIs  and  had  been  in  jail  an  average  of  25  times. 
Cumulatively,  the  control  group  had  an  average  of  1.26  DWIs  and  15.48 
times  in  jail . 

Most  participants  had  their  first  contact  with  alcohol,  first 
drinking  experience,  and  first  intoxication  while  still  in  their 
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teens.    Typically,  they  experienced  their  first  eye  openeer  and  first 
blackout  before  age  30.    On  the  average,  the  first  experience  of 
relief  drinking  and  morning  tremors  occurred  in  their  early  20s. 
Table  5  is  a  display  of  group  summary  data  by  sex. 

Almost  three-fourths  (74%)  of  the  study  population  were  daily 
drinkers  (38%  of  these  were  in  the  experimental  group  and  36%  in  the 
control  group),  while  8%  drank  weekly  (6%  of  these  in  the  experimental 
group  and  2%  in  the  control  group)  and  20%  drank  periodically  (12% 
in  the  experimental  group  and  8%  in  the  control  group).  Further 
analysis  revealed  that  39.22%  of  the  members  of  the  experimental 
group  and  27.45%  of  the  control  group  drank  alone  (total  =  66.67%) 
while  19.61%  of  the  experimental  group  and  13.72%  of  the  control 
group  drank  in  bars  (total  =  33.33%). 

The  average  amount  of  alcohol  consumed  in  a  24-hour  period  was 
176.84  ounces  and  a  peak  amount  of  234.76  ounces  for  the  experimental 
group.    For  the  control  group,  the  average  was  110.94  ounces  and  a 
peak  amount  of  208.59  ounces.    Men  in  the  experimental  group  drank 
an  average  of  185.95  ounces  with  a  peak  amount  of  229.37  ounces 
while  the  women  drank  an  average  of  148  ounces  with  a  peak  amount 
of  252.66  ounces.    In  the  control  group,  the  men  averaged  127.54 
ounces  with  a  peak  amount  of  247.38  ounces  while  the  women  drank 
an  average  of  57  ounces  with  a  peak  of  82.5  ounces  of  alcohol.  The 
most  common  alcoholic  beverage  consumed  overall  was  beer  (Table  6). 
Out  of  the  total  sample,  68.47%  used  other  drugs,  with  marijuana 
the  one  most  frequently  used. 
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Table  6 

PERCENTAGES  ON  TYPES  OF  ALCOHOLIC  BEVERAGES  BY  SAMPLE 
POPULATION,  GROUP,  AND  SEX 


Deer 

% 

n  1  lie 

% 

Distilled 

l_  1       U  r 

% 

Other  Types 
of  Al rnhnl 

% 

Combi  nation 

Total 

Sample  38.30 

10.64 

8.51 

12.77 

29.79 

Experimental 
Group  25.53 

10.63 

2.13 

8.51 

10.63 

Control 

Group  12.77 

0 

6.39 

4.26 

19.15 

Males  29.79 

6.38 

6.38 

10.64 

23.40 

Females  8.51 

4.26 

2.13 

2.  13 

6.38 

The  relevant 

dental 

data  analyzed 

included  the 

average  number 

of  missing  teeth  and  the  frequency  of  suspicious  intraoral  and 
extraoral  lesions.    These  descriptive  statistics  were  assessed  for 
the  experimental,  staff,  and  control  groups.    On  the  intraoral  and 
extraoral  examinations  notations  were  recorded  as  negative,  that  is, 
no  abnormality,  or  suspicious,  that  is,  a  possible  abnormality. 
The  areas  assessed  inlcuded  the  lips,  buccal  vestibule  mucosa, 
retiomolar  mucosa,  hard  and  soft  palate,  tonsillar  region,  tongue 
and  floor  of  the  mouth.    An  overall  appraisal  of  the  patient 
including  the  face,  skin,  and  eyes,  comprised  part  of  the  general 
survey  of  the  extraoral  examination.    The  external  examination  also 
inlcuded  coordinated  palpation  of  the  lips,  cheeks,  and  all  major 
lymph  nodes.    The  temporomandibular  joint  was  examined  for  tenderness, 
crepitation,  or  deviations  during  movement. 
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The  average  number  of  missing  teeth  for  the  experimental  group 
was  8.89  for  the  staff  control  group,  and  for  the  client  group  9.96 
missing  teeth. 

For  the  experimental  and  control  alcoholic  groups  the  overall 
frequency  of  suspicious  areas  on  the  lips  was  17.46%  while  the  staff 
showed  a  frequency  of  3.17%.    Staff  also  showed  a  3.  17%  frequency 
of  suspicious  areas  on  the  retromolar  mucosa  while  the  alcoholic 
groups  had  a  33.34%  frequency  of  suspicious  areas.    For  the  experi- 
mental and  control  group  alcoholics  there  was  a  19.05%  frequency  of 
suspicious  areas  on  the  right  and  left  buccal  vestibule/mucosa .  The 
staff  control  group  had  no  suspicious  areas  on  these  regions.  On 
the  hard  and  soft  palate,  alcoholics  showed  a  11.11%  frequency  of 
suspicious  areas  while  the  non-alcoholic  had  no  noted  suspicious 
areas.    Analysis  of  the  data  on  the  tonsillar  region  showed  that  for 
the  experimental  and  control  alcoholic  groups  they  had  a  9.52% 
frequency  while  the  staff  had  none.    The  tongue  and  floor  of  the 
mouth  presented  28.57%  of  possible  abnormalities  for  the  alcoholic 
groups  but  none  for  the  staff.    In  the  extraoral  examination,  the 
general  survey  showed  a  frequency  of  6.35%  possible  anomalies  for 
alcholics  and  none  for  the  non-alcoholics.    Extraoral  palpations 
yielded  11.11%  frequency  of  possible  irregularities  for  alcoholics 
while  the  staff  had  none  (Table  7). 

Experimental  Statistical  Analysis 

I  conducted  a  multivariate  analysis  of  covariance  on  the  two 
dependent  measures  of  oral  hygiene— gingival  status  and  plaque  level. 
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One  of  the  main  factors  was  teaching  or  instruction  of  two  types:  no 
instruction  or  individual  and  group  instruction.    The  second  factor 
was  fluoride:    placebo  gel  or  0.4%  stannous  fluoride  gel.    In  all 
comparisons,  staff  of  the  facility  served  as  an  additional  control  group. 

In  order  to  adjust  the  basal  dependent  scores,  I  conducted  the 
covariance  analysis  (Tables  8  and  9).    The  pregingival  and  preplaque 
scores  were  the  covariates  used  in  the  analysis.    Only  pregingival 
scores  accounted  for  a  significant  amount  of  the  variance.    The  Wilks' 
criterion  exact  £  =  12.61,  _df  =  2,54,  £  <  .05.    Preplaque  scores 
approached  significance  with  £  =  3.30,  df  =  2,54,  £   =  .0566;  there- 
fore, they  were  included  in  the  analysis.    A  multivariate  analysis 
of  variance  was  required  because  I  obtained  two  dependent  scores 
(gingival  and  plaque)  for  each  subject  and  the  scores  were  thus 
related  and  not  independent  measures. 

Table  8 

UNADJUSTED  MEANS  AND  STANDARD  ERRORS  OF  PREGINGIVAL  AND 
PREPLAQUE  COVARIATE  SCORES 

Standard 


Mean  Error  N 

Pregingival 

Group  1  (Exp)  2.46  .099  26 

Group  2  (Staff)  2.19  .0224  14 

Group  3  (Control)  2.79  .071  23 
Preplaque 

Group  1  (Exp)  2.61  .062  26 

Group  2  (Staff)  1.97  .239  14 

Group  3  (Control  2.70  .091  23 
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Table  9 

ADJUSTED  LEAST  SQUARES  MEANS  FOR  POSTGINGIVAL  AND 
POSTPLAQUE  DEPENDENT  SCORES 


Postgingival 

X     Postplaque  x 

Type  of  Group 

Group  1  (Exp) 

2.24 

1 .65 

Group  2  (Staff) 

2.29 

1 .30 

Group  3  (Control ) 

2.57 

2.67 

Type  of  Gel 

Fluoride 

2.29 

1 .84 

Placebo 

2.44 

1.91 

An  examination  of  the  results  of  the  multivariate  covariate 
analysis  revealed  a  single  significant  main  effect  due  to  the 
presence  or  absence  of  instruction  on  both  dependent  measures. 
The  analysis  yielded  Wilks'  criterion  exact  £  =  11.47,  df  =  4,108, 
£  <  .05. 

The  effect  of  fluoride  was  not  significant  with  Wilks'  criterion 
exact  F  =  1.76,  df  =  2,54,  £  =  .18,  and  there  was  no  significant 
interaction  of  fluoride  with  instruction  or  no  instruction  with 
F  =  .26,  df  =  4,108,  £  -  .90  (Table  10). 

A  univariate  analysis  of  the  raw  scores  of  the  postgingival 
index  revealed  a  significant  effect.    The  analysis  yielded  Wilks' 
criterion  exact  F  =  6.66,  df  =  2.56,  p  <.05.    Similarly,  postplaque 
scores  were  significant  for  type  of  instruction,  that  is,  instruction 
or  no  instruction.    According  to  Wilks'  criterion  exact  £  =  25.44, 


129 


df  =  2,55,  £     .05.    Examination  of  the  univariate  statistics 
revealed  no  significance  for  the  two  levels  of  fluoride  on  the  post- 
gingival  index  with  Wilks'  criterion  exact  £  =  3.05,  df  =  1,55,  £  = 
.0863.    There  was  also  no  significance  for  the  two  levels  of  fluoride 
and  the  postplaque  index.    The  Wilks'  criterion  exact  £  =  .23,  df  = 
1 ,55,  £  =  .6314  (Table  11). 

Table  10 

MULTIVARIATE  ANALYSIS  OF  COVARIANCE 


df 

F 

1 

n 

Group 

4,108 

11 .47 

.0001 

Fluoride 

2,54 

1 .76 

.183 

Groups  X  Fluoride 

4,  lUo 

.  do 

.901 

P  ^pn  T  nn  "i  \/  A 1 
r  1       111^  1  V  u  1 

nnm 

.  UUU  1 

Preplaque 

2,54 

3.03 

.0566 

Table 

11 

IIMTl/ADTATr     AMAI  VCTC 

UlNlVAKlAlt  ANALYSIS 

OF  COVARIANCE 

Source 

df 

ss 

F 

P 

Postgingival 

Group 

2 

1 .27 

6.66 

.002 

Fluoride 

1 

.29 

3.05 

.086 

Group  X  Fluoride 

2 

.05 

.27 

.76 

Pregingival 

1 

1 .45 

15.31 

.0003 

Preplaque 

1 

.47 

4.93 

.030 

Postplaque 

Group 

2 

16.56 

25.44 

.0001 

Fluoride 

1 

.075 

.23 

.63 

Group  X  Fluoride 

2 

.134 

.21 

.81 

Pregingival 

1 

.002 

.01 

.94 

Preplaque 

1 

.620 

4.98 

.029 
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The  standard  errors  and  least  squares  adjusted  means  of  the 
fluoride  groups  are  shown  in  Table  12. 

Table  12 

STANDARD  ERRORS  AND  LEAST  SQUARES  ADJUSTED  MEANS  FOR  POSTGINGIVAL 
AND  POSTPLAQUE  INDICES  BY  FLUORIDE  GROUPS 

Adjusted      Standard      Adjusted  Standard 
Means  Error  Means  Error 


Postgingival  Postplaque 


Exp.  X  Fluoride 

2.20 

.152 

1.70 

.221 

Exp.  X  Placebo 

2.28 

.153 

1.63 

.211 

Staff  X  Fluoride 

2.17 

.224 

1.25 

.227 

Staff  X  Placebo 

2.41 

.079 

1.35 

.207 

Control  X  Fluoride 

2.51 

.083 

2.60 

.114 

Control  X  Placebo 

2.63 

.087 

2.75 

.093 

Figure  1  depicts  the  means  of  the  type  of  gel  by  both  dependent 
measures— postgingival  and  postplaque.    The  means  of  the  type  of 
instruction,  individual  and  group  instruction  or  no  instruction, 
by  both  dependent  measures  are  shown  in  Figure  2.    As  the  figures 
show,  staff  had  the  lowest  scores  on  the  postgingival  and  postplaque 
indices  (low  scores  indicate  good  oral  status).    With  high  scores 
as  an  indication  of  poor  oral  status,  the  non-instruction  control 
group  had  the  highest  scores  on  both  dependent  measures,  and  the 
instructed  experimental  group  had  intermediate  scores. 

I  used  Tukey's  Studentized  Range  (HSD)  test  to  compare  the  three 
means  for  the  postgingival  and  postplaque  scores  for  instruction.  Con- 
trasting the  no-instruction  group  and  the  experimental  instruction  group 
revealed  a  significant  difference  for  postgingival  and  postplaque 
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Plaque 
& 

Gingival 
Indices 


Fluoride 


Postgingival 
Postplaque 


No  Fluoride 


Figure  1.    Means  of  the  Type  of  Gel  of  the  Postgingival  and  Postplaque 
Measures 


Plaque 
& 

Gingival 
Indices 


Staff 


Control 


Postgingival 
Postplaque 


Experimental 


Figure  2.    Means  of  the  Type  of  Instruction  of  the  Postgingival  and 
Postplaque  Measures 
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scores.    Similarly,  differences  between  the  no-instruction  group  and 
the  staff  control  group,  and  the  experimental  instruction  group 
versus  the  staff  control  group,  were  also  significant.    Table  13  shows 
the  results  of  the  multiple  comparisons  of  these  postgingival  and 
postplaque  scores. 

Table  13 

MULTIPLE  COMPARISONS  OF  POSTGINGIVAL  AND  POSTPLAQUE  MEASURES,  MEAN 
DIFFERENCES,  CONFIDENCE  INTERVALS,  AND  SIGNIFICANCE  BY 
TUKEY'S  STUDENTIZED  RANGE  (HSD)  TEST 


Lower 

Difference 

Upper 

Groups 

df 

Confidence 

Between 

Confidence 

P 

Interval 

Means 

Level 

Postgingival 

Control  X  Exp. 

55 

.294 

.506 

.719 

.05 

Control  X  Staff 

55 

.525 

.777 

.029 

.05 

Exp.  X  Staff 

55 

.024 

.270 

.317 

.05 

Postplaque 

Control  X  Exp. 

55 

.675 

1.07 

1 .47 

.05 

Control  X  Staff 

55 

1 .29 

1 .76 

2.22 

.05 

Exp.  X  Staff 

55 

.231 

.690 

1.14 

.05 

Because  of  the  unexpected  lack  of  significance  found  for  fluoride, 


I  conducted  post-hoc  t  tests  (Table  14).    The  post-hoc  t  tests  revealed 
a  significant  fluoride  effect  for  staff  for  the  postgingival  measure 
with  t  =  -3.67,  df  =  8.7,  £  <  .05.    Although  postplaque  scores  for 
staff  approached  significance  with  t  =  -2.20,  df  =  11.9,  £     .06,  the 
other  comparisons  were  not  significant. 
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Table  14 

POST-HOC  COMPARISONS  OF  FLUORIDE  GROUPS  FOR 
POSTGINGIVAL  AND  POSTPLAQUE  MEASURES 


Group 


Type  of 
Gel 


df 


Postgingival 
Experimental 

Staff 

Control 

Postpl ague 
Experimental 

Staff 

Control 


Fluoride 

Placebo 

Fluoride 

Placebo 

Fluoride 

Placebo 

Fluoride 

Placebo 

Fluoride 

Placebo 

Fluoride 

Placebo 


23.0 


8.70 


20.8 


23.6 


11  .7 


18.8 


.060 


-3.67 


-5.25 


,243 


-2.02 


.95 


.006 


,61 


,523 


.81 


.06 


.61 


CHAPTER  V 


SUMMARY,  CONCLUSIONS  AND  RECOMMENDATIONS 
Sum;  nary 

Alcoholism  . . .ects  all  dimensions  of  health.    Since  it  adversely 
affects  1  he  psychological  makeup  of  the  individual,  evidence  of  low 
self-esteem  and  low  self -concept  is  evident  in  most  alcoholics. 
Additionally,  the  physical  effects  of  alcoholism  are  evident  in  the 
oral  cavity  as  well  at.  the  head  and  neck  regions  of  afflicted 
individuals.    Maximizing  social  and  self-help  skills  is  part  of  the 
rehabilitation  services  provided  by  publicly  funded  alcoholism 
treatiiient  facilities.    Personal  care  as  well  es  educational  and 
motiv  iti 'inal  therapy  is  al.:o  pnrt  jf  the  treatment  regime. 

Dental  researchers  end  clinicians  advocate  the  removal  of 
bacterial  plaque  in  order-  to  reduce  or  prevent  gingivitis,  periodontitis 
and  dental  caries.    While  researchers  and  clinicians  have  effectively 
used  fluoride  tc  red'xe  carious  lesions,  many  dental  researchers 
today  also  attest  to  its  effectiveness  in  reducing  the  plaque  that 
causes  gingivitis  and  periodontal  disease. 

Investic,-:tors  have  studied  dental  health  educational  pror^rams  in 
a  variety  of  settings,  but  the  literature  contains  no  infor;nai.ion  on 
a  d3ntf.l  education  program  in  an  alcoholism  treatment  facility.  One 
of  the       ic  tenets  of  a  dental   instructional  t'rogram  is  inotv/ction. 

13^ 
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Through  patient  n^utivation  t.chavioral  change  in  dental  health  habits 
is  achieved.    The  dental  prdcti+^  loner  must  provide  the  patient  with 
the  necpcsa!-7  tocU  for  pr:,^er  oral  h^gione,  and  in  order  to  provide 
the  appropriate  o' al  physiotfierapy  aids  md  a  relevant  program  of 
instruction,  must:  assess  individual  needs  and  ability. 

Uiing  case  studies  is  oni  mearis  of  ma'  'ng  a  comprehensive  .  la^sii 
of  the  status  of  a  group  of  individuals  li/inq  within  '.he  same  envirun- 
n.ent.    This  approach  caii  allow  the  researcher  to  develop  better  rapport 
vn'th  indi\iduals  beii,g  studied.    This,  in  turn,  can  allow  the 
researcher  tc  ga^n  trust  at:i  confidence  as  well  as  establish  the 
personal  cr.-dibili.y  .-.ecssary  for  motivating  alcoholics  in  a  dental 
health  educational  program  tc  improve  their  oral  health  status. 

I  undcrtcok  this  inv.stioation  to  deturminc  whethe*  any  type  of 
dentul  health  instruction,  or  sel f-admi ni ste red  fluoride,  or  combina- 
tion of  the  two,  coLld  briig  about  change  over  a  short  p'^^od  of 
time  in  oral  health  of  non  al  jhol ics  and  alcoholics  in  a  residential 
treati.ent  racilii.y.    I  had  three  purposes  for  the  research:  to 
ci.iiip.  r  .  the  oral  hoalth  status  of  alcoliolics  and  non-alcoholics,  to 
evaluate  the  success  of  a  d.^it:il  health  in >tructional  program  in 
reducing  plaque  levels  at, J  improving  a  gingival  status,  and  to  test 
the  effcctiveni.-ss  of  sel  r-(-.dri  inistered  stannous  fluociJe  gol  as  an 
adjunctive  anliplaque  ag,nt.    1  tested  the  effectiveness  of  dentil 
health  ir.^truction  with  one  group  of  alcoholics  receiving  a  cciiibi nation 
of  One-to-one  and  group  insti'uction  and  a  comparable  group  serving  as 
control.    A  group  of  r:on-alco!iol  ics  also  received  instruction  and 
served  as  .  co.  trol  for  a^cuhol  >ri.    Staff  mernbors  randomly  a- sicned 
fluoride    "d  a  placebo  gel  to  mei.iber:;  of  the  three  groups,  using  a 
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doubla-blini"^  ar  roich.    1  niea'.ured  participants'  oral  heal  :h  status 
before  and  pfter  implementation  of  the  treatment  program  through 
data  collected  on  two  dependeiit  measures,  a  gingival  and  a  plaque 
index.    I  tested  the  program  tiirojgh  a  non-equivalent  control  group 
design  modified  by  using  a  second  control  group.    I  used  a  completely 
randomized  design  to  investigate  the  fluoride  treatment  variable. 
Statistical  analy.is  procedures  included  a  multivariate  analysis  of 
cuvariance,  Tukey's  Studentized  Range  (HSD)  test,  and  post-hoc  t 
tests  to  test  the  null  hypotlie^es .    I  used  means  and  perce/stoges 
of  the  descriptive  data  from  client  records  and  the  case  studies 
on  the  experimental  group  to  explore  the  relevance  of  this  type 
of  study  specifically  with  an  alcoholic  population. 

The  naturalistic  setting  of  a  publicly  funded  50-bed  inpatient 
alcoholism  treatment  facility  did  not  allow  for  a  pure  experimental 
desijn  but  did  provi^le  conditions  similar  to  the  situation  to  which 
the  study  results  would  be  generalized.    By  its  very  nature  the 
treatment  setting  provides  an  innovative  and  ever-challenging 
environment  for  both  quantitative  and  qualitative  research. 
Conducting  field  work  within  the  confines  of  a  domiciliary  alcoholism 
treatment  facility  requires  an  extensive  cooperative  effo'-t,  and 
necessitates  adherence  to  confidentiality  regulations  and  a  protocol 
of  other  procedures  and  approvals.    The  daily  case  log  of  the  dental 
study  is  presinted  in  Appendix  0  to  ensure  that  others  considering 
replica-ion  of  this  study  will  understand  some  of  the  complrxit ies . 

The  to:  il  •  tudy  population  consisted  of  70  individuals,  15  non- 
alcoholics,  and  55  alcoholics.    Clients  in  the  alcoholism  treatment 
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fac-ility  ?.re  classified  into  ona  of  two  catGgories--miniiTial 
residential  or  chronic  alcoholic,  and  residential  or  acute 
alcoh-jlic.    The  experi.iiental  group  C('ntained  18  chronic  and  10 
acute  alcotiolics.    Tne  control  group  included  13  chronic  and  14 
acute  alcoholics.    The  staff  control  group  was  comprised  of  15 
employees  of  ihe  trei-.tm^nt  facility,  four  of  whom  were  recoverinc 
alcoholics.    Two  chronic  alcoholics  in  tlie  experimental  group  left 
treatment  against  medical  advice  (AMA)  prior  to  completion  of  the 
study.    T'lis  left  26  in  the  experiiiental  grcup.    Two  chronic  and 
two  acute  alcoholics  in  the  control  group  left  treatment  AMA;  thus 
Z3  completed  the  study.    One  recovering  alcoholic  staff  memljer  .^as 
transferred;  therefore,  14  employees  finished  the  program.  After 
attrition  occurred  in  the  three  groups,  the  total  study  sample  was 
composed  of  6''  participai.ts--4J  alcoholics  and  14  staff  members. 

The  descriptive  statistics  revecled  that  at  the  time  of  this 
study,  the  average  alcoholic  client  could  be  characterized  as  a  39 
year-old  C;ucasian  male,  5  fr-et,  7  inches  tall,  and  weighing 
approximatt  ly  164  pound:i. 

Ttie  total  sa.viple  population  contained  78%  males  and  S2%  whit2 
More  thar  lialf  of  the  residents  in  the  study  were  clas:,ifitd  as 
chronic  alcoholics  anu  40.  of  the=e  w(-re  male  clients. 

On  t' e  av^r  ge,  the  c"'iai!t^.  ha-^  been  married  n:or*:  th.:n  one 
time  and  had  at  Lnjt  one  Lh^ld.    More  tlian  60;:^  of  the  'itiidy 
parl'cipants  W2re  raised  by  bctii  parents  and  hid  throe  j.iblipj':. 
Scaie  7'%  of  thf  t^  ^il  sample  reported  a  faiiiily  history  of 
alcohol i^m 
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Typically,  the  residents  had  not  completed  the  11th  grade;  however 
almost  half  had  received  vocational  training.    At  the  time  they  were 
admitted  to  the  treatment  facility,  fewer  than  12%  of  the  clients  were 
employed. 

A  review  of  the  counselors'  clinical  impressions  of  the  clients' 
levels  of  functioning  revealed  that  almost  one-third  had  below  average 
judgment  and  insight  and  more  than  half  had  a  possibility  of  depression 
A  poor  self-image  was  recorded  for  three-fourths  of  the  clients  and  a 
fair  self-image  was  noted  for  20%  of  the  alcoholics. 

In  a  review  of  the  relevant  medical  data,  more  than  30%  of  the 
sample  reported  current  medical  problems  with  4.7  reported  as  the 
average  number  of  times  clients  had  sought  alcohol -related  medical 
attention.    They  had  used  mental  health  resources  an  average  of  four 
times. 

Clients  averaged  seven  admissions  for  detoxification  and  1.5 
times  for  previous  alcoholism  treatment.    Twenty  percent  of  the  study 
population  experienced  alcohol -related  convulsions  while  40%  reported 
hallucinations.    Out  of  this  same  sample,  28.57%  reported  they  had 
experienced  delirium  tremors  and  92.16%  noted  personality  changes. 

Finally,  more  than  70%  reported  financial  and  health  problems  and 
47%  reported  sexual  problems.    Approximately  32%  of  the  residents  had 
attempted  suicide  at  least  one  time. 

The  clients  in  this  study  had  received  an  average  of  two  DWIs  and 
had  been  in  jail  14  times  for  alcohol -related  incidents. 

On  the  average,  the  first  drinking  events  occurred  at  a  younger 
age  for  males  than  for  females.    Out  of  the  study  population,  74% 
were  daily  drinkers  and  67%  drank  alone. 
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The  average  amount  of  alcohol  residents  consumed  in  a  24-hour 
period  was  144  ounces  and  a  peak  amount  of  222  ounces.    Beer  was 
the  most  common  alcoholic  beverage  they  were  most  likely  to  consume. 
More  than  65%  of  the  total  sample  used  other  drugs,  most  typically 
marijuana. 

A  review  of  relevant  dental  data  revealed  that  on  the  average 
alcoholics  were  missing  more  teeth  than  the  non-alcoholics  and  had  a 
higher  frequency  of  suspicious  intra-  and  extraoral  areas. 

I  measured  participants'  oral  health  status,  both  before  and 
after  implementation  of  the  treatment  programs,  through  data  on  two 
variables:    scores  from  a  Gingival  Index  and  scores  from  a  Plaque 
Index.    Since  I  am  a  licensed  dental  hygienist,  I  recorded  all  the 
scores.    I  used  the  Pearson  correlation  coefficient  to  test  for 
both  intra-  and  intra-examiner  reliability.    A  Plaque  Index 
correlation  of  r  =  .98  and  a  Gingival  Index  correlation  value  of 
r=  .97  emerged  for  intra-examiner  reliability.    I  tested  inter- 
examiner  reliability  with  the  assistance  of  another  licensed  dental 
hygienist  and  again  used  the  Pearson  correlation  coefficient  to 
establish  reliability.    The  Gingival  Index  correlation  value  was 
_r  =  .95  and  the  Plaque  Index  yielded  a  correlation  value  of  r  =  .98, 
thus  establishing  inter-examiner  reliability. 

In  all  experimental  studies,  the  experimental  and  control 
groups  are  considered  equivalent  on  the  dependent  measures  prior 
to  the  manipulation  of  the  independent  variables.  Randomization 
and  matching  are  typically  used  to  meet  this  assumption  of  equivalency. 
Unfortunately,  matching  poses  problems,  especially  with  small  groups, 
and  randomization  does  not  always  result  in  equivalent  groups. 
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However,  the  analysis  of  covariance  adjusts  the  basal  scores  of 
each  individual  in  the  group  to  equivalence,  thus  achieving 
statistically  what  is  desired,  but  not  obtainable  realistically 
by  the  experimental  manipulation. 

I  used  the  pregingival  and  preplaque  scores  as  covariates  in 
the  analysis.    Only  the  pregingival  scores  accounted  for  a  significant 
amount  of  the  variance.    The  Wilks'  Criterion  exact  ^  yielded  12.16, 
df  =  2,54,  p<.05.    The  preplaque  scores  approached  significance  with 
£  =  3.03,  df  =  2,54,  £  =  .0566;  therefore,  I  included  them  in  the 
analysis.    A  multivariate  analysis  of  covariance  was  required  because 
the  two  dependent  scores  (gingival  and  plaque)  were  obtained  for 
each  subject  and  the  scores  were  thus  related  and  not  independent 
measures. 

I  conducted  a  multivariate  analysis  of  covariance  on  the  two 
dependent  measures  of  oral  hygiene;  gingival  status,  and  plaque 
level.    One  of  the  main  factors  was  presence  or  absence  of  instruction. 
The  second  factor  was  fluoride,  specifically  placebo  gel  or  0.4% 
stannous  fluoride  gel.    In  all  comparisons,  staff  of  the  facility 
were  included  as  an  additional  control  group. 

The  results  of  the  multivariate  analysis  of  covariance  revealed 
a  single  significant  main  effect  due  to  the  presence  of  instruction 
on  both  dependent  measures.    The  analysis  yielded  Wilks'  Criterion 
exact  F  =  11.47,  df  =  4,108,  £  <  .05. 

The  fluoride  effect  was  not  significant  with  Wilks'  Criterion 
F_  =  1.76,  df  =  2,54,  £  =  .8,  and  there  were  no  significant  inter- 
action of  fluoride  with  instruction  or  no  instruction  with  £  =  .26, 
df  =  4,108,  £  =  .90. 


141 


A  univariate  analysis  of  the  raw  scores  of  the  postgingival  and 
postplaque  indices  revealed  a  significant  effect  for  instruction. 
Analysis  of  the  postgingival  scores  yielded  Wilks'  Criterion  exact 
F  =  6.66,  df  =  2,55,  p<  .05.    The  postplaque  scores  provided  a  Wilks' 
Criterion  exact  F  =  25.44,  df  =  2,55,  p  <  .05. 

In  examining  the  fluoride  factor,  the  univariate  analysis  on  scores 
on  both  the  postgingival  index  and  the  postplaque  index  yielded  no 
significance  on  either  level  of  gel,  fluoride  or  placebo. 

In  comparing  postgingival  and  postplaque  means  on  instruction, 
staff  had  the  best  oral  status  with  a  x  of  1.97  on  the  postgingival 
index  and  a  x  =  1.02  on  the  postplaque  index.    The  experimental  group 
had  intermediate  scores  with  a  postgingival  x  =  2.25  and  a  postplaque 
X  =  1.71.    The  poorest  oral  status  was  noted  for  the  no-instruction 
control  group  alcoholic,  with  a  postgingival  x  =  2.75  and  a  post- 
plaque X  =  2.77. 

I  used  Tukey's  Studentized  Range  (HSD)  test  to  compare  the  means 
for  the  postgingival  and  postplaque  scores  for  presence  or  absence 
of  instruction.    These  planned  comparisons  of  the  means  of  the  group 
revealed  that  all  of  the  significant  differences  were  due  to  the 
instruction  effect.    Fluoride  did  not  significantly  affect  the 
postgingival  or  postplaque  scores. 

Because  of  the  unexpected  lack  of  significance  found  for 
fluoride,  I  conducted  post-hoc  t  tests.    These  tests  did  reveal  a 
significant  fluoride  effect  for  staff  on  the  postgingival  measure 
with  t  =  -3.67,  df  =  8.7,  £  =  .006.    Although  the  postplaque  scores 
for  staff  also  approached  significance,  with  t_  =  -2.02,  df  =  11.9, 
£  =  .06,  the  other  comparisons  were  not  significant.    The  lack  of 
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significance  for  all  other  fluoride  comparisons,  and  a  lack  of 
significant  £  for  the  univariate  and  multivariate  analyses,  strongly 
impplies  that  the  post-hoc  significant  difference  is  due  to  unstable 
variability  in  the  sample.  In  addition,  the  groups  were  covaried  to 
account  for  basal  differences,  and  thus  it  appears  that  the  fluoride 
result  of  significance  in  the  post-hoc  t  test  is  a  statistical  fluke. 

Conclusions 

This  study  supports  the  findings  of  other  research  reported  in 
the  literature  that  alcoholism  affects  all  dimensions  of  health. 
Of  the  51  clients'  psychosocial,  personal,  medical,  and  dental 
records  I  reviewed,  31.37%  reported  current  medical  problems  with 
an  average  number  of  4.7  times  for  seeking  alcohol-related  medical 
attention.    Additionally,  70%  reported  other  health  problems  as  a 
direct  result  of  drinking.    This  study  also  supports  other  research 
findings  that  alcoholism  so  adversely  affects  the  psychological 
makeup  of  the  individual  that  evidence  of  low  self-esteem  and 
poor  self-concept  are  prominent  in  most  alcoholics.  Psychosocial 
data  revealed  that  three-fourths  of  the  study  sample  portrayed  a 
poor  self-concept  and  20%  demonstrated  a  fair  level  of  self-concept. 
Additionally,  more  than  half  of  the  alcoholic  residents  gave  a 
clinical  picture  of  possible  depression.    One-third  indicated 
they  had  attempted  suicide  on  at  least  one  occasion,  and  more 
than  92%  noted  personality  changes  while  drinking. 

Additionally,  the  study  supports  the  following  previous 
research  findings:    the  physical  effects  of  alcoholism  are 
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manifested  in  the  oral  cavity,  and  in  the  head  and  neck  regions 
of  alcoholics;  heavy  drinking  and  the  use  of  tobacco  products  are 
concomitantly  associated;  and  long-term  dental  neglect  of  the 
dentition  is  one  of  the  problems  associated  with  chronic  alcoholism. 
Analysis  of  the  dental  data  revealed  that  the  alcoholics  in  this 
study  had  their  last  dental  visit  4  years  ago  with  the  reason  most 
often  cited  for  this  dental  visit  as  the  need  for  a  tooth  extraction. 
Alcoholics  were  missing  an  average  of  9.4  teeth  as  compared  with 
non-alcoholics  who  were  missing  an  average  of  5,9  teeth.    Out  of 
the  sample  population,  only  two  alcoholics  were  non-smokers.  On 
ever  surface  examined,  the  frequency  of  intraoral  and  extraoral 
suspicious  areas  was  considerably  higher  among  the  alcoholics. 

Since  qualitative  methods  can  assist  the  researcher  in  gathering 
information  that  cannot  be  generated  by  quantitative  methods  alone, 
this  field  study  component  supports  the  conclusion  that  using 
qualitative  approaches  can  generate  relevant  data. 

This  study  supports  findings  of  other  research  reported  in  the 
literature  that  a  relevant  program  of  instruction  must  meet 
individual  needs  and  abilities,  that  dental  patients  must  be 
provided  with  the  appropriate  oral  physiotherapy  aids,  and  that 
patient  motivation  is  necessary  to  achieve  behavioral  change  in 
oral  hygiene  habits.    A  multivariate  analysis  on  two  dependent 
measures  of  oral  hygiene,  gingival  status  and  plaque  level, 
demonstrated  that  instruction  designed  to  meet  the  needs  of  the 
learner  was  significant  at  the  .05  level. 

The  use  of  stannous  fluoride  to  effectively  reduce  the  plaque 
that  causes  gingivitis  and  periodontal  disease  is  also  well 
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documented  in  other  research  reported  in  the  literature-,  however, 
this  study  did  not  support  the  conclusions  that  0A%  stannous 
fluoride  gel  was  an  effective  adjunctive  antiplaque  agent.  The 
fluoride  effect  was  not  significant  as  demonstrated  by  a  multi- 
variate MANOVA  which  yielded  an  F  =  1 .76,  df  =  2,54,  £  =  .18. 
Also,  no  significant  interaction  of  fluoride  with  presence  or 
absence  of  instruction  occurred,  with  F  =  .26.  df_  =  4,108, 
£  =  .90. 

I  initiated  this  investigation  to  test  the  following  hypotheses: 
For  experimental  and  control  groups 

1.  The  preassessment  and  postassessment  levels  of  oral  health 
will  not  differ  for  alcoholics  and  non-alcoholics. 

After  3  weeks  staff  will  have  no  significant  change  in  oral 
health  status  if  they  receive 

2.  Fluoride  with  dental  instruction. 

3.  No  fluoride  with  dental  instruction. 

After  3  weeks  residents  will  have  no  significant  change  in 
oral  health  status  if  they  receive 

4.  Fluoride  with  dental  instruction. 

5.  No  fluoride  with  dental  instruction. 

6.  Fluoride  and  no  dental  instruction. 

7.  No  fluoride  and  no  dental  instruction. 

Within  the  constraints  of  this  study  the  first  hypothesis 
was  rejected.    The  pretreatment  mean  scores  on  two  dependent 
measures,  the  Gingival  Index  and  the  Plaque  Index,  were  analyzed 
for  experimental,  staff,  and  control  groups.    With  low  scores  on 
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the  indices  indicating  good  oral  status,  staff  had  the  lowest 
scores  on  both  the  pregingival  index,  x  =  2.19  and  the  preplaque 
index,  x^  =  1.97.    The  experimental  group  had  intermediate  scores 
on  both  the  indices  with  a  pregingival  x  =  2.46  and  a  preplaque 
x"  =  2.61.    The  control  group  had  the  highest  scores  on  both 
dependent  measures  with  a  pregingival  x  =  2.79  and  a  preplaque 
X  =  2.70. 

Findings  indicated  that  a  combined  individual  and  group  dental 
health  instruction  program  was  an  effective  way  to  teach  domiciliary 
alcoholics  and  non-alcoholic  staff  members  the  necessary  skills  to 
improve  their  oral  health  status.    A  statistical  analysis  of  pretreat- 
ment  and  posttreatment  means  in  an  experimental  and  control  group 
situation  showed  a  significant  difference  between  both  the  Gingival 
Index  and  Plaque  Index  means  of  the  posttreatment  experimental  group 
and  each  of  the  other  groups.    Mean  differences  were  statistically 
significant  at  the  .05  level  in  favor  of  the  posttreatment  experimental 
group  and  the  posttreatment  staff  control  group  when  contrasted  with 
the  pretreatment  experimental  and  staff  control  and  the  pre-  and  post- 
treatment  control  group.    Based  on  these  results,  hypotheses  3  and  5 
were  rejected.    This  study  also  supported  the  conclusion  that  within 
the  scope  of  the  study  and  the  type  of  treatment  setting  the  instruc- 
tion program  had  a  significant  positive  effect  on  motivating  alcoholics 
and  non-alcoholics  over  a  short  period  of  time  to  perform  oral  hygiene 
techniques. 

As  a  result  of  this  study,  I  was  not  able  to  conclude  that 
self-administered  0.4%  stannous  fluoride  gel  used  alone  or  in 
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combination  with  instruction  would  be  an  effective  antiplaque 
agent;  therefore,  hypotheses  2,  4,  6,  and  7  were  retained.  The 
post-hoc  t^  tests  revealed  a  significant  difference  in  gingival 
and  plaque  levels  due  to  fluoride  only  in  the  staff  group.  The 
difference  was  not  significant  in  the  multivariate  analysis  of 
covariance.    In  other  words,  premanipulation  differences  existed 
in  the  fluoride  and  placebo  groups  within  the  staff  group. 
Correcting  for  this  difference  by  adjusting  the  baseline  scores 
eliminated  the  significance. 

The  data  summarized  from  the  personal,  medical,  dental  histories, 
psychosocial,  dental,  clinical  notes,  and  the  daily  case  log  of  the 
dental  study  indicated  that  dental  neglect  and  dental  diseases  do 
exist  in  alcoholics  and  the  need  for  dental  health  instruction  for 
individuals  being  treated  for  alcoholism  will  continue.  Furthermore, 
oral  hygiene  is  an  important  component  of  restoring  total  health  to 
alcoholics.    This  field  study  in  a  naturalistic  setting  also 
demonstrated  that  interactive  participation  is  achievable  as  was 
evidenced  by  the  cooperative  effort  of  the  alcoholic  residents  and 
all  the  treatment  facility  employees.    It  is  not  possible  to  draw 
further  clear  conclusions  from  this  qualitative  information,  but  the 
data  provided  support  to  the  conclusions  that  dental  health  assessment 
and  education  are  cost-effective  measures  that  can  be  included  in  a 
publicly  funded  residential  treatment  setting  for  alcoholics. 
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Recommendations 

A  follow-up  survey  of  the  study  population  would  be  valuable  in 
providing  data  on  long-term  (that  is,  one  year  or  more)  outcome 
measures  of  dental  intervention  on  a  residential  alcoholism  treatment 
facility.    Outcome  measures  of  particular  interest  and  relevance  may 
include:    (a)  appropriate,  periodic  oral  disease  and/or  oral  health 
status  measures;  (b)  periodic  measures  related  to  rates  of,  and 
changes  in,  utilization  of  dental  providers'  professional  services; 
(c)  measures  of  change  in  health-relevant  behaviors,  values,  and 
attitudes;  (d)  measures  defining  the  characteristics,  such  as  social 
economic  status,  education,  or  disease  experience,  of  alcoholic 
subgroups  responding  differentially  to  dental  interventions 
encountered  while  in  treatment;  and  (e)  measures  providing  some 
indication  of  the  acceptability  of  the  behavioral  interventions 
to  the  alcoholic,  the  treatment  facility  administration,  and  dental 
practitioner  groups. 

This  research  clearly  establishes  that  behavioral  interventions 
directed  toward  improving  the  detection  and  prevention  of  selected 
major  oral  diseases  (dental  caries,  periodontal  disease,  and  oral 
cancers)  in  adult  alcoholics  is  effective;  therefore,  this  type 
of  dental  intervention  program  is  possible  in  other  settings  with 
targeted  adult  populations.    Due  to  the  large  number  of  employed 
adults,  the  worksite  could  provide  a  setting  within  which  a 
relatively  diverse,  wide  cross-section  of  the  population  is 
accessible  and  can  be  studied  over  time.    Periodic  health  screening 
or  prevention-related  interventions  are  feasible  in  this  setting. 
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as  are  repeated  measures  of  health  status  or  health-related  behaviors. 
Furthermore,  this  intervention  model  could  be  used  in  existing 
employee  health,  employee  assistance  (EAP  or  alcohol/drug  counseling), 
or  other  work-related  programs. 

This  study  also  establishes  the  need  to  investigate  the  possible 
benefits  of  dental  health  assessment  as  an  additional  component  in 
alcoholism  diagnosis.    This  type  of  oral  screening  and  assessment 
is  not  limited  to  a  publicly  funded  alcoholism  treatment  facility. 
Therefore,  possible  research  efforts  could  be  directed  to  both 
private  treatment  centers  and  hospital -based  alcohol /drug  programs. 

This  study  leaves  unanswered  the  question  of  the  effect  of 
empathy  or  lack  of  empathy  in  teaching  oral  hygiene  skills  to 
alcoholic  clients.    It  also  does  not  answer  the  question  on 
which  style  of  instruction,  individual  or  group,  is  the  more 
effective  method  of  teaching  oral  hygiene  skills  to  alcoholics. 
Additionally,  this  study  leaves  unanswered  the  question  of 
instructor  effect  on  the  alcoholics'  motivation  and  self-perception. 

The  conclusion  of  positive  treatment  effect  within  the  study 
situation  and  sample  population  leads  me  to  recommend  replication 
of  a  like  or  similar  investigation.    The  beneficial  nature  of  this 
study  lends  support  to  the  recommendation  of  replication  in  that 
costs  are  minimal  and  the  treatment  is  both  health  enhancing  and 
health  promoting.    Replication  would  allow  an  investigator  to 
draw  stronger  conclusions  about  the  treatment  effect  on  dental 
instruction  and  further  investigate  the  possibility  of  self- 
administered  stannous  fluoride  gel  as  an  adjunctive  antiplaque 
agent. 
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The  following  recommendations  are  made  with  regard  to  changes 
in  the  treatment  model  used  in  this  study: 

1.  Use  a  dental  auxilary  to  explain  the  purpose  and  scope  of 
the  dental  intervention  program. 

2.  Introduce  the  program  and  conduct  the  dental  assessments 
on  alcoholic  clients  when  they  enter  treatment. 

3.  Establish  the  dental  program  as  an  employee  benefit  in 
an  effort  to  encourage  more  staff  participation. 

4.  Complete  an  oral  prophylaxis  and  complete  mouth  series 
of  X-rays  on  all  program  participants  who  have  not  had  a  dental 
examination  within  the  past  year. 

5.  Reduce  the  amount  of  weekly  instructional  time,  but  expand 
the  instruction  program  over  the  client's  entire  stay  in  the 
treatment  facil ity. 

6.  Provide  for  some  type  of  monitoring  system  on  the 
participants'  self-administration  of  the  fluoride  gel. 

7.  Incorporate  both  a  nutritional  analysis  and  nutrition 
education  as  additional  measures  of  health  status. 

8.  Develop  guidelines  for  the  evaluation  of  measures  of 
self-esteem  and  motivation. 

Again,  the  conclusions  of  this  study  revealed  a  significant 
difference  in  both  the  gingival  and  plaque  indices  due  to  fluoride 
only  in  the  staff  group;  however,  the  difference  was  not  significant 
in  the  multivariate  analysis  of  covariance.  Premanipulation 
differences  existed  in  the  fluoride  and  placebo  groups  within  the 
staff  group,  but  correcting  for  this  difference  by  adjusting  the 
basal  scores  eliminated  the  significance.    Thus,  as  a  final 
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recommendation,  future  investigators  should  use  either  a  matching 
design  to  control  for  baseline  differences  or  an  analysis  of 
covariance  as  in  this  study. 


APPENDIX  A 
INFORMED  CONSENT  FORM 


INFORMED  CONSENT 

Subject's  Name_  _Protocol  #  

Project  Title:    Dental  Health  Evaluation  and  Instruction  in  Oral 

Hygiene  for  Alcoholics:  A  Quantitative  and  Qualitative 
Study 

1.  The  purpose  of  this  study  is  to  investigate  the  effects  of  dental 
health  instruction,  the  application  of  fluoride,  or  both  in 
improving  the  oral  health  of  alcoholics.    You  do  not  have  to 
participate  in  the  study  and  you  may  withdraw  at  any  time  without 
penalty. 

2.  At  the  beginning  of  the  study  I  will  ask  questions  about  your 
general  health  and  your  dental  health.    Next  I  will  examine  your 
mouth  to  determine  your  dental  condition.    After  the  dental 
assessment,  you  will  receive  a  container  of  gel.    Some  of  the 
containers  have  fluoride,  a  substance  that  can  reduce  the  bacteria 
that  cause  gum  disease  and  cavities.    The  gels  are  different  in 
color  but  the  same  in  taste.    The  container  will  be  labeled  with 
your  name  and  you  are  asked  not  to  exchange  or  share  this  gel. 

You  will  then  be  assigned  to  one  of  two  groups.    I  will  give 
dental  instruction  to  one  group  4  times  a  week  for  3  weeks.  I 
will  do  the  instruction  for  both  small  groups  and  individuals. 
I  will  not  give  any  instruction  to  the  other  group  for  3  weeks. 
I  will  examine  your  mouth  again  at  the  end  of  each  3-week 
interval,  or  before  you  leave  the  program  if  this  occurs  sooner. 
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At  the  end  of  the  study,  I  will  give  fluoride  gel  to  those 
individuals  who  received  containers  with  no  fluoride  and 
individual  dental  instruction  to  those  individuals  who  did 
not  receive  instruction  earlier. 

3.  You  will  not  experience  discomforts  or  risks  as  a  result  of 
participation. 

4.  The  benefits  to  you  should  be  an  increase  in  dental  hygiene 
skills  and  an  improvement  in  oral  health. 

5.  You  will  receive  no  money  for  being  in  this  study;  however,  you 
will  receive  free  fluoride,  toothbrushes,  dental  floss  and  other 
dental  a.ids. 

6.  All  information  gathered  will  be  kept  in  confidence  and  will  be 
protected  to  the  full  extent  provided  by  law. 

I  have  fully  explained  to   the 

nature  and  purpose  of  the  above  described  procedure  and  the 
risks  that  are  involved  in  its  performance.    I  have  answered 
and  will  answer  all  questions  to  the  best  of  my  ability. 

Questions: 


Answers : 


Participant's  Signature 


Date 


APPENDIX  B 
PERSONAL,  MEDICAL,  AND  DENTAL  HISTORY 


PERSONAL,  MEDICAL,  AND  DEfiTAL  HISTORY 


NAME  

Last  First  M  TldTe         A  Idress 

 ^Phorie  

C.ty  Siate  Zip  Home  Business 

DAlE  OF  BIRTH  SEX  HEIGHT  WEIGHT  

OCCUPATION  ^PLACE  OF  EMPLOYMENT  

If  you  are  completing  this  form  for  another  person,  what  is  your 

relationship  to  that  person?  Person 

to  be  contacted  in  case  of  emergency:  Name  

Phone  R e  1  a  t  i  o n s  h i  p  tcT  per  son 

In  the  follov.ing  question",  circle  yes  or  no,  whichever  applies.  Your 
answers  are  for  our  recor  Is  only  and' will  be  considered  confidential. 

1.  Do  you  fuel  that  you  are  in  good  health?  yes  no 

2.  Has  there  been  any  change  in  your  general  health 

within  the  p~st  year?  yes  no 

3.  Your  last  physical  examination  wf3s  on  

4.  Are  you  now  under  the  care  of  a  physician?  yes  no 

If  so,  what  is  the  condition  being  treated?  

5.  The  name  and  address  of  your  physician  is 

6.  Have  you  h^d  any  serious  illness  or  operation?  yes  no 

If  so,  what  was  the  illnes:  or  operation?  

7.  Have  you  been  hospitalized  or  had  a  serious  illness 

within  tf,e  past  five  (5)  years?  yjs  no 

If  so,  what  was  the  probleri,?   

8.  Do  you  have  or  have  you  had  any  of  the  following  diseases  or 
probU'ins? 


a.  Rheumatic  fever  or  rhC'-imatic  heart  disease  yes  no 

b.  Congenita'  heart  lesions  yes  no 

c.  Cardiovas  .  liar  disease  (heart  trouble,  heart  attack, 
coronary  insi,f  r  ic  iency,  coronary  occlusion,  h  igh 

blood  pressure,  arteri^. sclerosis,  stroke)  yes  no 
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1.  Do  you  I'jve  p  .  in  in  chest  upon  exoM  ion?  yes  no 

2.  hve  you    .-^r  ^nort  of  b^oa^h  after  mild  exei'cise?,  yes  no 

3.  Do  yoi^r  unkies  rvvt:!]  '  yps  no 

^.  D)  yoj  cjt?t  short  of  bre?th  when  you  T^e  down, 

or  do  you  require  extra  pillows  when  you  sleep?,  .  yes  no 

5.  Do  you  :ieve  a  cardiac  pacemaker?  yes  no 

d.  Sinus  trouble  yes  no 

e.  Asthma  or  ^^ay  fever  yes  no 

f.  [lives  or  a  skin  rash  yes  no 

g.  Fainting  spells  or  seirures  yes  no 

h.  Dialjetes  yes  no 

1.  Do  you  urinate  (pass   -e'-^r)  more  thin  six 

t  lies  a  day?  y^s  no 

2.  A.  e  you  thirsty  nuch  of  'he  tim-?  yes  no 

3.  Does  your  mouth  f  ^ejuenUy  become  di\y?  yes  no 

i.  Hepatitis,  jaundice,  or  11/er  disease    y^  s  no 

j.    Arthritis  yes  no 

k.    IitC'nach      ers  yes  no 

1.    Iiillammatory  rheui i,.ti::iii  (f  3infu1  sv.ollen  joints).  .  .  yes  no 

m.    Kidney  trouHe  yes  no 

n„    Lu';3  disorders  (tuberculosis,  emphysema)  yes  no 

0.    Do  you  hiive  r.  persistent  cough  or  coujh  up  blood?  .  .  yes  no 

p.    Low  blood  pressure  yes  no 

q.    Venereal  disease  (Syphi'is,  Gonorrh.  a,  Herpes).  .  .  .  yes  no 

r.    Oral  herpes  (carl,  r  sort    or  blisters)  yes  no 

s.  Otiier 


9.    Huve  vou  had  abno  mal  bleiKii'ig  ass'iciated  with  previous 

extract  ,  ns,  surgery  ^r  ti  .luma?   yes  no 

a.  Do  you  bruist  easily?   yes  no 

b.  Have  you  i  ver  r  cjir'  d  a  blood  transfusio.i?   yes  nc 

c.  If  so,  explain  Lht!  cii  umstiinces.  

10.  Do  y*  ;i  have  any  biocd  d  sc.  de .  s  such  as  anemia?   yes  no 

11.  IL.ve  you  had  surjery  or  X-ruy  treatment  for  a  tunor, 

gt  ov  th  of  vitl...'r  ccnditicn  of  yc  ir  head  or  n-.!.k?   yes  no 

1'!.    Are  you  takirg  any  cf  the  fol  l',».-in.j: 

a.  At. ■. ihiotics  or  su  fa  drugs   yes  no 

b.  Anticcagularics  (blood  thinners)   yes  no 

c.  Medicine  for  hi(j!i  blf'Od  pressure   yi.'S  no 

d.  Cortisone  (  iteroi'ls)    yes  nc 

e.  Iran  ^iri  1  l7  r  s   j/os  nn 

f.  A/iLihista.M.ines   y,  :  no 

Gi-    A.,pir:n   yes  no 

h.  Insulin,  ^olbulMmide  (Orit.use)  .r  siiniL.r  drug.  .  .  .  yes  no 

i.  Dig 'talis  or  dn..g';  fo-        t  tro.ible   yes  no 

j.    Iritroglycerin   yes  no 

k.    Otal  ccntraccpt  ive  or  othf:'  ho.  monal  therapy.  .  .  yes  no 

1      nn   .fir.  •  '  I  - 

•    '       '""   yes  no 
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13.  Are  you  taking  any  other  drug  or  medicine?  yes  no 

If  so,  what?  

14.  Are  you  allergic  or  have  you  reacted  adversely  to  one  of 
these: 

a.  Local  anesthetic  yes  no 

b.  Penicillin  or  other  antibiotics                                  yes  no 

c.  Sulfa  drugs  yes  no 

d.  Barbiturates,  sedatives,  or  sleeping  pills  yes  no 

e.  Aspirin  yes  no 

f.  Iodine  yes  no 

g.  Codeine  or  other  narcotics  yes  no 

h.  Other  

15.  Do  you  have  any  disease,  condition,  or  problem  not  listed 

above  that  you  think  I  should  know  about?  yes  no 

If  so,  explain  

16.  Are  you  employed  in  any  situation  which  exposes  you 

regularly  to  X-rays  or  other  ionizing  radiation?                yes  no 

17.  Are  you  wearing  contact  lenses?  yes  no 

18.  Are  you  on  a  prescribed  diet?  yes  no 

WOMEN 

19.  Are  you  pregnant?  yes  no 

20.  Do  you  have  any  problems  associated  with  your  menstrual 

period?  yes  no 


COMMENTS 
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DENTAL  HEALTH 

Reason  for  visit:  

When  was  your  last  dental  visit?  ^Date  of  X-rays  

Have  you  ever  had  any  serious  problems  associated  with  previous 
dental  treatment?  yes  no 

If  so,  explain  


Have  you  ever  been  treated  for  a  disease  in  the  mouth?  ....    yes  no 

How  often  do  you  brush  your  teeth?   

What  texture  brush  do  you  use?    SOFT  _  MEDIUM   HARD   

NATURAL    NYLON   

How  often  do  you  floss?  

Do  your  gums  bleed  while  brushing?  yes  no 

Do  your  gums  bleed  while  flossing?  yes  no 

Do  you  avoid  brushing  any  part  of  your  mouth  because  of  pain?,    yes  no 

If  yes,  what  part?   

Do  you  feel  twinges  of  pain  when  your  teeth  come  in  contact  with: 

a.  Hot  foods  or  liquids,  i.e.,  soups,  coffee,  tea,  etc.     yes  no 

b.  Cold  foods  or  liquids,  i.e.,  ice  cream,  cold  fruit, 

etc.  yes  no 

c.  Sweets,  i.e.,  candy,  fruit,  sweet  desserts,  etc..  .  .    yes  no 

d.  Sours,  i.e,,  lemons,  limes,  grapefruit,  etc  yes  no 

Do  you  feel  pain  on  any  of  your  teeth  when  brushing  or 

flossing?  yes  no 

Do  you  chew  on  only  one  side  of  your  mouth?  yes  no 

If  yes,  explain  

Do  your  gums  feel  tender  or  swollen?   yes  no 

Do  you  clench  or  grind  your  jaws  while  sleeping  or  during 

the  day?  yes  no 

Do  your  jaws  ever  feel  tired?   yes  no 

Do  you  wear  dentures  (fixed  or  removable)?   yes  no 

Do  you  usually  have  many  cavities?   yes  no 

Do  you  lose  fillings  or  break  fillings?   yes  no 

Do  you  gag  easily?   yes  no 

Are  you  familiar  with  the  term  "preventive  dentistry?"  ....  yes  no 
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Have  you  ever  had  topical  applications  of  fluoride?   yes  no 

Circle  those  that  apply: 

Bit  cheeks,  tongue,  lips,  fingernails 

Sucks  fingers,  tongue,  thumb 

Breathes  through  mouth;  thrusts  tongue 

Do  you  smoke?  yes  no 

If  yes,  how  many  cigarettes,  cigars,  etc.  do  you  smoke  daily?  

Please  add  anything  you  feel  is  important:  


NAME  OF  DENTIST  

NUTRITIONAL  HISTORY 

How  many  meats  do  you  have  per  day?     1     2  3 

Meals  you  most  frequently  miss:   

How  many  snacks  do  you  have  per  day?  What?  

SERVING  PER  MEAL:       MEAT  &       MILK  &  MILK    FRUIT  &       BREADS  & 

FISH  PRODUCTS         VEGETABLE  CHEESES 

BREAKFAST 

LUNCH 

DINNER 


Do  you  take  vitamins?    Yes  No  What  kind? 


APPENDIX  C 
COMPONENTS  OF  THE  DENTAL  CHART 


ORAL  INSPECTION 


PATIENT  NAME  

INITIAL  ASSESSMENT  DATE   FINAL  ASSESSMENT  DATE 


INTRAORAL  EXAM  Positive        Negative  Suspicious 


1.  LIPS 

2.    BUCCAL  VESTIBULE/BUCCAL  1 
MUCOSA 

RIGHT: 

LEFT: 

3.    RETROMOLAR  AREA  1 
RIGHT: 
LEFT: 

4.    PALATE  1 
HARD: 
SOFT: 

5.    TONSILLAR  REGION  1 

6.    FLOOR  OF  MOUTH/TONGUE 

EXTRAORAL  EXAM 

1.    GENERAL  SURVEY: 

2.    EXTERNAL  PALPATION: 

161 


162 


PATIHNT  NA.ME 


ORIGINAL  DATE 


PERIODONTAL  AMD  DEMTAL  CHART 


\->      II          '1     27   23    24    25               ?T  7-. 

iirrtPNATiofui. 

Ur!IVE.<i£Aw 

7  .' 

10  |ll 

12    |0  (^K       j-^  JIS 

UNIVERSAL 


1 

ij 

2)^ 

L 

i 

? 

R 

L 

UtirvPRSAL 


5^      pi     j>q    |»  |^^^^i^^ptj2:;^2i|^i  [2d  j.r    ^  \' 


*3         47        v6      4:    «4   43  41  41      11   32   a    34   13      io        17  33  •.•(TESNATiC.*: 

KEY:        CALCULUS  -  GREEN 

PLAQUE/DEBRIS  -  RED 
STAIN  -  BLACK 

TRAUMA/LACERATIONS  -  PURPLE 
GINGIVAL  INDEX  -  BLUE 


f 
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fiA<)ue  cowrrtoi-  j?6Cc«o 


lYtvioun  lodex 


Praacnt  Zndtx 


FaticDt  Pan* 


Date 


flVt<;UE  CCf/r/?OU  RBOOHO 


t>res«nt  Xn^ex 


Previous  Index 


Date 


Patient  Nsire 
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DATE  SERVICES  AND/OR  TYPE  OF  INSTRUCTION  RENDERED 


APPENDIX  D 
ORAL  CANCER  PROCEDURES 


ORAL  CANCER  PROCEDURES^ 


B. 


II.  Order  of  Examination 

A  recommended  order  for  examination  is  out- 
lined in  table  8-1,  in  which  factors  to  consider 
during  appointments  are  related  to  the  actual 
observations  made  and  recorded.  The  sequence 
presented  in  table  &-1  is  adapted  from  the  Oral 
Cancer  Examination  Procedure  available  from 
the  American  Cancer  Society.' 

A.   Systematic  Sequence  for  Examination 

The  advantages  of  following  a  routine  or- 
der for  examination  include: 

1.  Minimal  possibility  of  overlooking  an 
area  and  missing  details  of  importance. 

2.  Increased  efficiency  and  conservation  of 
time. 

3.  Maintenance  of  a  professional  atmos- 
phere which  will  inspire  the  patient's 
confidence. 

Steps  for  Thorough  Examination  (table 

1.  Observe  patient  during  reception  and 
seating  to  note  physical  characteristics 
and  abnormalities,  and  make  an  overall 
appraisal. 

2.  Observe  head,  face,  eyes,  and  neck,  and 
evaluate  the  skin  of  the  face  and  neck. 

3.  Palpate  the  salivary  glands  and  lymph 
nodes. 

4.  Examine  mandibular  movement  and 
palpate  the  temporomandibular  joint. 

5.  Make  a  preliminary  examination  of  the 
lips  and  intraoral  mucosa,  using  a  mouth 
mirror  or  a  tongue  depressor.  Do  not 
retract  directly  with  ungloved  fingers  in 
the  event  of  an  open  lesion  which  may 
be  communicable. 

6.  View  and  palpate  lips,  labial  and  buccal 
mucosa,  and  mucobuccal  folds. 

7.  Examine  and  palpate  the  tongue,  in- 
cluding the  dorsal  and  ventral  surfaces, 


lateral  borders,  and  base.  Retract  to  ob- 
serve posterior  third  (figure  8-3). 

8.  Observe  mucosa  of  the  floor  of  the 
mouth.  Palpate  the  floor  of  the  mouth. 

9.  Examine  hard  and  soft  palates,  tonsillar 
areas,  and  pharynx.  Use  mirror  to  ob- 
serve oropharynx,  nasopharynx,  and  lar- 
ynx. 

10.  Note  amount  and  consistency  of  the  sa- 
liva and  evidences  of  dry  mouth. 

C.  Compare  with  Expected  Normal 
Appearance. 

Note  deviations  from  normal. 

D.  Corroborate  Findings 

Corroborate  findings  with  information 
from  the  patient's  history. 

E.  Consult  Dentist 

Call  questionable  areas  to  the  dentist's 
attention  promptly. 

HI.  Description  of  Observations 
A.   Record  Form 

1.  Contain  adequate  space  for  complete  de- 
scriptions of  lesions  observed;  not  merely 
a  check  sheet. 

2.  Contain  spaces  for  successive  examina- 
tions at  periodic  recall  intervals. 


Figure  8-3.  Tongu.;  examinalion.  To  ol.serve  llie  posterior 
third  of  the  tongue  ar.d  ti.e  attacl.mer,t  to  tl.o  floor  of  the 
mo.Uh  hold  the  toiiRu,-  with  gauze,  retract  the  cheek  and 
n.ove  the  tongue  hrst  out  to  the  right,  then  the  left,  as  each 
section  of  mucosa  is  carefully  inspected. 


*From  Wilkins,  Esther  M.,  Clinical  Practice  of  the  Dental  Hygienist  5th 
edition.    Philadelphia:    Lea  &  Febiger,  1983.  pp.  115-120.  Reprinted 
by  permission.  ' 
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B.   Information  to  Include 

1.  Location.  Describe  the  location  in  words 
or  use  a  printed  diagram  on  tlie  record 
form  to  mark  specific  location  of  devia- 
tions from  normal  (figure  8—1). 

2.  History 

a.  Whether  the  lesion  is  known  to  the 
patient  or  not  known. 

b.  Duration;  changes  in  size  and 
appearance. 

c.  Symptoms. 

3.  Physical  Characteristics 

a.  Size:  indicate  width  and  depth  in 
millimeters. 

b.  Shape  or  contour:  define  whether  the 
lesion  is  elevated  (papillary)  or  de- 
pressed (ulcer-like);  pedunculated, 
cracked,  fissured. 

c.  Color:  compared  with  other  areas  of 
the  patient's  mouth. 

d.  Resiliency,  consistency:  firm,  indur- 
ated, soft,  spongy. 

e.  Surface  texture:  smooth,  irregular. 

C.  Definitions 

1.   Descriptive  Terminology 

a.  Discrete:  separate,  not  running  to- 
gether or  blending. 

b.  Confluent:  running  together, 
blended.  Originally  separate  but 
subsequently  formed  into  one. 

c.  Pedunculated:  elevated,  papillary- 
type  lesions  having  a  narrow  part 


e. 


(stem)  which  acts  as  a  support  and 
connector. 

Verrucose:  covered  with  or  full  of 
wart-like  growths. 

Papillary:  small  nipple-like  elevation 
or  projection. 

Erythema:  red  area  of  variable  size 
and  shape. 

g.  Pctechia(c):  minute  round  red  spot. 

h.  Induration:  hardened  area  of  tissue. 
2.  Types  of  Lesions 

a.  A/acu/e(j/MicM/a|  circumscribed  spot, 
not  elevated  above  the  surrounding 
level  and  distinguished  by  a  different 
color. 

b.  Papule:  small  (pinhead  to  5  mm.), 
circumscribed,  solid  elevated  area 
which  may  be  pointed,  rounded,  or 
flattened. 

c.  Vesicle:  small  (2  to  5  mm.),  circum- 
scribed, elevated  lesion  having  a  thin 
surface  covering  and  containing  fluid 
(small  blister). 

d.  Bulla:  large  (5  mm.  to  several  cm.) 
vesicular-type  lesion  filled  with  fluid 
(large  blister  or  bleb).  A  bullous  le- 
sion may  develop  individually  or  re- 
sult from  the  union  of  several  vesi- 
cles. 

Pustule:  vesicular-type  lesion  con- 
taining purulent  material  rather  than 
clear  fluid. 

Ulcer:  defect  or  break  in  continuity 
of  the  epithelium  to  produce  a  de- 


e. 


f. 


Or»w  outlines  ot  abnormilitin  in  proper  locJtions 
MUCOSAL  ABNORMALITIES 


RIGHT 


Dentistry.)  "^'-""^^  ""^  (Courtesy.  University  of  Snutliern  California  School  of 
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pressed  area.  U  may  result  from  the 
rupture  of  a  vesicle  or  a  bulla,  and 
usually  has  some  degree  of  erythema 
at  the  margin. 

Erosion:  shallow  defect  that  does  not 
extend  through  the  epithelium  into 
underlying  tissue. 

Nodule:  solid  elevated  lesion  (5  mm. 
to  2  cm.  wide). 

Tumor:  solid  growth  of  varying  size 
which  arises  from  the  mucosa  and 
projects  out;  swelling  or  overgrowth 
of  cells  independent  of  normal 
growth. 

Torus:  bony  elevation  or  prominence 


usually  found  on  the  midline  of  the 
hard  palate  (torus  palatinus)  and  the 
lingual  surface  of  the  mandible  (torus 
mandibularis)  in  the  premolar  area. 

k.  Leukoplakia:  white  keratotic  patch- 
like lesion  on  the  mucosa  which  can- 
not be  rubl)ed  off. 

1.  Crust:  an  outer  layer,  covering,  or 
scab,  which  may  have  formed  from 
coagulation  or  drying  of  blood, 
serum,  or  pus,  or  a  combination.  A 
cnist  may  form  after  a  vesicle  breaks; 
for  example,  the  skin  lesion  of  chicken 
pox  is  first  a  macule,  then  a  papule, 
then  a  vesicle,  and  then  a  crust. 


Table  8-1.   Extraoral  and  Intraoral  Examination 


Order  of  Examination 

To  Observe 

Influences  on  Diagnosis 
and  Appointments 

1.  Overall  Appraisal  of 
Patient 

Posture,  gait 

General  health  status;  size 
Hair 

Breathing,  state  of  fatigue 
Voice,  cough,  hoarseness 

Response,  cooperation,  attitude  toward 

treatment 
Length  of  appointment  possible 

2.  Face 

Expression:  evidence  of  fear  or 

apprehension 
Shape,  twitching,  paralysis 
Profile  for  occlusion  classification 
Jaw  movements  during  speech 
Injuries,  signs  of  abuse 

Need  for  alleviation  of  fears 

Use  of  face  mask  when  evidence  of 

upper  respiratory  infection 
Enlarged  massctcr  muscle  may  relate 
to  bruxism  or  clenching  habit 

3.  Skin 

Color,  texture,  blemishes 
Traumatic  lesions 
Eruptions,  swellings 
Growths,  moles 

Skin  color  may  relate  to  systemic 

factors;  need  for  additional  medical 

history  and  referral 
Skin  lesions  may  require  biopsy 
Open  lesions  need  treatment  before 

oral  treatment 
Influence  on  instruction  in  diet  and 

health 

4.  Eyes 

Size  of  pupil  (figure  8-5) 
Color  of  sclera 

Eyeglasses  (corrective; 

sunglasses) 
Protruding  eyeballs 

Pupils  dilated  or  pinpoint  as  a  result  of 
certain  emergency  situations  (shock, 
heart  failure.  Table  58-1.  pages 
845-848) 

Eyeglasses  essential  during  instruction 

to  patient 
Hyperthyroidism 

5.  Nodes  (figure  8-€) 
Palpate: 

a.  Auricular  (anterior, 
posterior,  inferior) 

b.  Submental 

c.  Submaxillary 

d.  Cervical 

Adenopathy;  lymphadenopathy 
Induration 

Coordinate  with  intraoral 
examination 

Need  for  referral  for  biopsy 
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Table  8-1.  continued 


Order  of  Examination 

To  Observe 

Influences  on  Diag,nosis 
and  Appointments 

6.  Temporomandibular 
joint 

Limitations  or  deviations  during 

movement 
Tenderness,  sensitivity 
Crepitation 

Disorder  of  the  joint 
Opening  for  plaque  control 

7.  Lips 

a.  Observe  closed, 

then  open 

b.  Palpate  using 

thumb  and  index 
finger  (figure  8-1) 

Color,  texture,  size 
Cracks,  angular  cheilosis 
Blisters,  ulcers 
Traumatic  lesions 
Irritation  from  biting  habit 

Limitation  of  opening;  muscle 

tone,  elasticity 
Evidences  of  mouthbreathing  or 

tongue  thrusting 
Induration 

Wear  gloves 

Need  for  biopsy;  referral 

Immediate  need  for  postponement  of 
appointment  when  lesions  may  be 
contagious  or  could  interfere  with 
procedures 

Care  during  retraction 

Difficulty  of  accessibility  or  visibility 
during  intraoral  procedures 

Patient  instructions:  dietary,  special 
plaque  control  procedures  for 
mouthbreather 

8.  Breath  Odor 

Severity 

Relation  to  oral  hygiene  and 
overall  gingival  state 

Possible  relation  to  systemic  condition 
Emphasis  on  oral  care  and  plaque 
control 

9.  Labial  and  Buccal 
Mucosa  (left  and 
right  examined 
systematically) 

a.  Observe  vestibule, 

mucobuccal  fold, 
frena, 
opening  to 
Stenscn's  duct 

b.  Palpate  the  entire 

cheek  areas 

Color,  size,  texture,  contour 
Abrasions,  traumatic  lesions 

cheekbite,  lip  bite 
Efiects  of  tobacco 
Ulcers,  growths 
Moistness  of  membranes 

Relation  of  frena  to  free  and 

attached  gingiva 
Flexibility  of  cheeks 

Induration 

Need  for  biopsy,  referral,  or  cytologic 
smear 

Frena  and  other  anatomical  parts  that 
need  adaptation  of  impression  tray 

Avoidance  of  sei\sitive  areas  during 
retraction,  radiographic  film 
placement,  or  plaque  control 
instruction 

10.  Tongue  and  Floor  of 
Mouth 

a.  Dorsum 

(1)  at  rest  with 
mouth  slightly 
open 

(2)  protruded 

b.  Base  of  tongue 
Hold  tip  of  tongue 

with  gauze  sponge 
Place  mirror  gently 

AP^inKt  uvula  fn 

view  downward 

c.  Lateral  borders 
Hold  tongue  with 

sponge,  extend  to 
left  then  right 
(figure  *-3) 

Color,  size,  texture,  consistency 

Papillae,  fissures 

Coating 

Lesions:  ulcers,  traumatic 
Deviation  or  straight 
Asymmetry 

Mobility,  limitation  of  movement 

Attachments  to  floor  of  mouth 
atid  back  to  the  anterior  pillar 

Swelling,  ulceration,  color 
changes 

Need  for  biopsy,  referral,  or  cytologic 
smear 

Large  muscular  tongue  affects 
retraction,  gag  reflex,  and 
accessibility  for  instrumentation  and 
film  placement 

Instruction:  tongue  brushing,  dietary 
factors 
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Table  8-1.  continued 


Order  of  Examination 

To  Observe 

Injlucncea  on  Diaffnosis 
and  Appointments 

d.  Ventral  Surface 
Ask  patient  to  touch 

the  palate  with  the 
tip  of  the  tongue 

e.  Ask  patient  to 

swallow. 

f.  Palpate  the  entire 

tongue  including 
the  base. 

g.  Palpate  floor  of 

mouth.  (Place 
index  finger  of  one 
hand  in  the 
mouth,  other  hand 
outside  under  the 

Undcrsurfacc  of  tongue 
Varicosities 

Lesions  on  floor  of  the  mouth 
Duct  openings  from 

submandibular  and  sublingual 

ghuids 

Lingual  frcnum  attachments 
Freedom  of  movement  of  tongue 
Observe  with  lips  slightly  apart 
for  evidence  of  tongue  thrust. 
Induration,  enlargements 

Induration,  enlargements 

Biopsy,  referral,  cytologic  smear 

Care  of  sensitive  areas  during 
instrumentation 

Depth  of  floor  of  mouth  and  elasticity 
influence  placement  of  radiographic 
films,  and  cotton  roll  holders 

Tonguetie 

11.  Saliva 

Quantity 

Evidence  of  dry  mouth  shown  by 
lip  wetting,  tongue 
protrusion, excess  plaque 

Quality  of  saliva:  watery,  ropy, 
mucoid 

.  Reduced  in  certain  diseases  and  by 
certain  drugs 
Corroborate  with  items  from  the 
histor)' 

Excess  can  influence  instrumentation 
techniques 

12.  Hard  Palate 

Observe  and  palpate 

Height,  contour,  color 
Appearance  of  rugae 
Tori,  growths,  ulcers 

May  need  biopsy,  referral,  or  cytologic 
smear 

Signs  of  tongue  thrust  and  deviate 
swallow 

Influence  radiographic  placement 

13.  Soft  Palate  and  Uvula 

Observe:  depress 
tongue  with 
mirror  or 
tongue  depressor 

Color,  size,  shape 
Petechiae 
Ulcers,  growths 

Biopsy,  referral,  smear 

Large  uvula  can  aflfecl  gag  reflex 

14.  Tonsillar  Region 

a.  Depress  tongue 

with  mirror  or 
tongue  depressor 

b.  Ask  patient  to  say 

"Ah"  to  open 
the  oropharynx 

c.  Place  mirror 

behind  uvula,  glass 
up,  to  observe 
nasopharynx. 
(Hcquesf  patient  to 
breathe  through 
the  nose  and 
mouth.) 

Anterior  and  posterior  pillars 
Tonsils,  size,  shape 

Color,  surface  characteristics 
Lesions,  trauma 

Biopsy,  referral,  smear  may  be 
indicated 

Adjustment  of  procedures  for  efl^ect  of 
enlarged  tonsils  on  gag  reflex 

Need  for  face  mask  when  patient  lias  a 
throat  infection  (or  possible 
postponement  of  the  appointment) 

Instruction:  adapt  plaque  control 
procedures  in  posterior  region  when 
patient  has  sensitivity  to  gagging 
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Figure  8-5.  Examination  of  the  pupils.  A.  Dilated,  occurs 
in  shock,  heart  failure,  and  other  emergencies,  and  druj; 
overdose  of  hallucinogens  and  amphetamines;  B.  Normal: 
C.  Pinpoint,  occurs  in  drug  overdose  of  morphine  and  re- 
lated drugs,  and  barbiturates.  (Adapted  from  American  Na- 
tional Red  Cross,  Standard  First  Aid  and  Personal  Safety.) 


Figure  8-6.  Major  lymph  nodes  with  connecting 
vessels  that  drain  the  facial  and  oral  regions.  (From 
Mitchell,  D.F.,  Standish,  S.M.,  and  Fast,  T.B.: 
Oral  Diagnosis/Oral  Medicine,  3rd  ed.  Philadel- 
phia, Lea  &  Febiger,  1978.) 


tUIMAINlAflT 


AMI  AUIlCUtAI 
NOMl 


NU<M«(  NOOII 


m9  AUaiCIHAt 
NOOII 


lAl  urfia  MIP 
CIIVlCAt  Noeii 


l*t  lOwll  DItr 
CitviCAt  Moeit 


APPENDIX  E 

CONSENT  FORM  FOR  THE  USE  OF  THE  MOBILE  DENTAL  UNIT 


25. 


,      ,     ,s  City  or  area  

 Applicant  (patient)  .  '  

.nMcvT  Tn  RF^F.R  MEDICAL/DENTAL  SERVICES  AKD  RELEASE  OF  UABILm 

 FOR  FREE  EMERCEMCY  DENTAL  cXrE 

u    .  ^.nrl.:cs  and  chair  assistants  in  attendance  to  examine  and  treat 

lic^nt^hUh  incl^d    "  se^^  or  1    cinor  child  or  ward  as  applicable,  and  to 
the  applicant  which  i"^^"^*^       surgical  procedures,  including  anesthesia,  as  may  be 
perform  all  medical.  ^"^/""^f'.  /  consent  to  release  medical  information 

deemed  """"^^^/^^         "  L     inf  elation "oncerning  my  minor  child  or  ward, 

concerning  my  dental  care,  as  wexx 

frnm  rpsoons ibi  1  i tv  in  connection  with  the  dental  care  prosiaui. 
and  liabilities  in  connection  with  such  transportation. 


Signature  of  applicant,  (parent  or  guardian,  if  a  Date 
minor  or  adult  adjudicated  incompetent) 


Date 

Witness 
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APPENDIX  F 

RESIDENTIAL  TREATMENT  SCHEDULE  FOR  THE  ALCOHOLISM  FACILITY 


o 
o 

#• 

O  rH 

O 

••  is 

O  J3  O 

HOE-! 

ass 


07 


a 


>-• 


5 


o 
o 


•a: 
a 


s.  & 

h  d  cn 

O  K  3 

ti  eopi< 
n  q 


O  U 
K 
O  » 


o 


o  w 


E-i 


M  S 
O  P< 


CO 


°5 

o  h  id 

M 


u  ts 

(u  to 
w  q 

a)  -3 

.^^ 

H 

5!2 


o 


HI 


o 
u 


01 


O  r 


V  to 

«  ti 

•I  -H 

x  a 

ft.  -H 


5 


o 
u 

rH 


J4 


o 


M 


A. 


o 

U 


0 

« 

v 

in 

c 

01 

•H 

□ 

V 

M 

H 

► 

M 

M 

•H 

M 

« 

W 

U 

u 

u  - 

ti 

a. 

a 

n 

Co 

PL, 

As 

Du 

Jo 

a  • 

•a  Vi 

■H  O 

to 

«i  a 

^  o 
•H 

>  4J 

«)  d 

C  *i 

c 

^1  » 

+>  -H 

■H  h 

>  o 


M 

3  H 

a  O  B3 
u  bo 

(d  -rj 

d. 


o 
o 


o 
u 
ft. 


s 

o 
cn 


o 

OS 


o 

4» 


Pi 


oat) 

«  -H  u 

d  d  X 

a-  « 


I 

a  '-^ 

O  O 

° 

O  tn  a 
(->  o.  o 

a  rH  ♦> 
s  V  •) 

05  PC  V 


V 

3 

> 

n 

- 

«  u 

V  -H 


M 

u 

o 
at 


III 

u 
♦J 

w 

a. 

an 

>-l 

5  I 


O  O- 

m  m 
..  o  ~ 

3  ♦'PI 


o  o 
000 


o  o 
m  o  n 
..+>... 
eg  m 


175 


O  -3^ 

H  O  E-i 

<  < 

1-1  ••  w 

>  f-i  a: 


e 


Q 


CO 


•o  c 
u  o 


o 

V 

v< 
-  u 

n  a 
P, 

•H 

J=  ■1-' 

W  -H 

C  iH 

O  si 

•H  C 

+J  o 
Id  u 

rH  U 

a:  11. 


O  o 


B 

Q 


n 


Ul 

P. 

•a 

3 

H 

0 

H 

al 

O 

X 

c/l 

V 

to 

M 

n 

c 

ol 

•H 

to 

J3 

c 

d. 

•H 

a 

< 

rH 

< 

5! 

to 

et: 

la 

i-( 

a, 

(K 

a 

rH 

A 

o 

rH 

O 

u 

05 

M 

a 

0) 

no 

^ 

Ul 

a 

d 

•H 

O 

c 

Pu 

■H 

o 

z 

H 

Al 

to 

p. 

P  H 
O  W 


a,  -H 


o 

C3 


o 

M 
M  3 

<  cs 


J3 

•H  C 

M  Id 
2 


o 

IS 


c 
o  o 

01 

W  -ri 

d  ^ 

CO 


5 


■3 


o  j: 

+»  +> 
o 

n 

>■  c 

•H  at 

■(->  . 

Id  H 

c  o 

»)  o 

•fJ  o 


S  ID 

l1 


c  +• 

c 

C  SI 
■P  H 

>  o 


Ul 

p. 

3  rH 

° 

MX 

lu  no 
in  C 
Id  -rt 

^=  c 


o 

Eh 


EH 

3 


rH  -H  01 

9  o 


o- 
o  •• 


o 


Vi 

o 


F.  or  O 
Ul  05  — ' 


o 
o  o 


a! 

o 


w 

CO 

a. 


o 
o 


177 


5 
1 


li  o 


CO 

c 
J 

O 

•  •  u 


O  J-  o 


>-l 


5 

CO 


o 

o 

r< 

1 

O 

3 

w  o  ^ 

(/)  ei  s 

S  to  o 

■J  o  s= 

•J  K  M 

<;  u  o 


o 


0\ 

M 

p. 

1 

□ 

•8 

3 

rH 

u 

o 

,H  W 

■H 

«) 

(X> 

Ol  0] 

a 

o 

O 

•H 

05 

Vi 

V 

coo. 

Vi 

u 

(A 

c 

o 

d 

•H  +« 

M 

j: 

B  A 

M 

B 

0. 

o 

W 

•H 

< 

rH 

s 

•P 

TV 

0  « 

I) 

< 

+J  — 

0. 

♦3 

1 

o 


o 

8  3" 


X  § 
O  0. 

4 


2  «<  rH 


EH 

i 


A. 


14 
P. 

3  H 
O  H 
d 

O  33 

u  w 
cn  c 
0}  -H 

o 

s!2 


ca 

+> 

60 

B 

U 

» 

V 

*> 

0 

+»  -a 

v< 

« 

a> 

•H 

o 

<l 

a 

c 

«i 

n 

u 

V 

S 

v 

B 

w 

ven 

HH 
M 

a 

> 

> 

tio 

*> 

p< 

M 

■H 
♦J 

M 

■rt 

c 

d 

+> 

u 

«> 

w 

l< 

H 

U 

B 

E 

CO 

u 

II 

en 

d 

m 

a 

V 

s 

a. 

c 

o 

r  > 

PHA 

U) 

s 

A. 

« 

t-i 

0. 

•p 
i. 

•H  . 
ki 

n  ._  . 

-3 

5 


£  "3 


in 

0) 

•a 

3 

u 

(0 

♦J 

Vi 

■d 

-H 

V 

«i 

<-> 

•H 

V 

< 

01 

M 

•a 

M 

H 

M 

§ 

u 

W 

OJ 

W 

CO 

3 

C/1 

al 

s 

■O 

c 

a. 

A  .  .. 

«  > 

3  r^ 
O  fH  • 

^  d  « 
O  S  d 

J3 

m  6 

d  -rH  +J 

B  o, 


I 

G  --^ 
4) 

•H  O 
-H 

O 

o 

HI  B 

a.  o 
d  -H 

'H  +J 
0)  d 


•in  M 


SB 


o  o- 
m  m 
..  o  •• 


1 


o : 
o 


I 


u  o 

S  to 

J  o 

<  a 


O  iH 

O 

B   ••  Z 

O  J-  o 


>1 


o 
o 


a 


H  K  •-' 
«d  U  R 


5 
P 


►4  cn 


o 


j= 

Ul 

oil 

M 

•H  c 

M  m 

or 

M 

s  ^ 

o 

M 

<><} 

c 

n  Vi  c 

0 

MOO 

(/) 

M 

■H 

M  0) 

H 

EH 

+J 

III  J>i 

W 

III 

W 

M  m  o 

o 

@ 

CO   to  -rf 

o 

M 
(C 

■a 
■« 

<>;  d  v< 

X  «J  W  . 

HA 

c 

9 

tt. 

(x,  en  " 

a, 

o 

H  6 


pi 


la 
+j 

c  • 

IU<r^ 

Xl^ 

■HO 

0) 

Ul 

» 

lUC 

■H 

?-tJ 

> 

01  IS 

M 

w 

c 
J=  «) 

+J-rl 

0. 

•H 

>o 

o 

M 

•a: 

>-  E-i 
M  M 

3  cc 


5 


P. 

P  M 

2  "(^ 

U  S 

OJ  bO 

O  C 

a]  -ri 


O 


0. 

u 


3  H 

O  r-j  0) 

^  d  ta 

0)   to  Pl, 

.  «)  -H 
j3   C  p. 
-(-4  4> 

«  o 
5!  $^ 


> 

u 

II 

M 

a 

<J 

o 

in 

C 

w 

+j 

P. 

t> 

HAS 

p. 

1 

ela 

-H 
ki 

o 

"1  > 

p.  M 

3 

O  f-t  ID 

^4    (d  VI 

U  S  0) 

lU    bO  O. 


O 

O    O  O 


APPENDIX  G 
PSYCHOSOCIAL  FORM 


GATEWAY  COMMUNITY  SERVICES,  INC. 

INTAKE/PSYCHOSOCIAL  ASSESSMENT 
(PARTS  1.  II,  Mil 

Name  .  Oiit  


Addreji  Phont . 


DOB   R«ce    Sex    Htlght    Weight 

Nert  of  Kin   .   Relationship   


AddreH  .  .  .  .   Phone   

Referred  By:  -  .  .   Coercive  Factor  

Monthly 

Current  Employment  Length    Salary   

Monthly 

Spouse's  Employment  Length  Salary  


Other  Sources  of  Income/Gross  Amts: 


Health   Ins.   .  .  Policy  No. 

No.  of  Times  Married    Present  Marital  Status  

Medical  Problems  


I.    Alcohol-Related  Data 

A.  .#  of  Times  in  Detoxification  Centers 

B.  ^  of  Times  in:  Salvation  Army    HWH'S    Rescue  Missions   Other 

C.  ^  of  Times  Received  Medical  Attention  [hlospifal,  Physician) 

D.  #  of  Times  used  any  other  resources  (Mental  Health,  State  Hospitals,  Be.) 

E.  ^  of  Times  in  Jail  for  Alcohol  Related  Incidents 

F.  #  of  Times  in  TWT  for  Alcoholism/Dates  

G.  #  of  DWI'S  and  Dates  

H.  Legal  Status  


I.  Age:  First  Contact  First  Drinking  Experience  First  Intoxication   

First  Eye-Opener   Relief  Dringlng   First  Blacloul   Morning  Tremors  

Convulsions    Hallucinations    DTS   Personality  Change    FIghls_ 

•J.  Pattern:  Daily    Weekend    Periodic    Alone   Bori   Friends  _ 


K.  Amf/24  hr.  Period:    Present   Beverages 

P'*^  — — .  Beverages 


File  No.  Name  (Last  Name  First)  Social  Security  No. 
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PART  II 

VIII.  CURRENT  LEVEL  OF  FUNCTIONING  (IMPRESSION)  CIRCLE 

Appears  Staled  Age   -   Older    Same   Younger 

Neatness/Cleanliness  Above  Avg.   Average   -   Below  Avg. 

Voice    Loud   Normal   Faint 

Motor  Activity   Agitated   -  Normal    Retarced 

Speech: 

Relevant    Yes   No  Uncertain 

Coherent    Yes   No   Uncertain 

Orientation: 

Time   Yes    No   Uncertain 

Place   Yes    -  No    Uncertain 

Person      Yes     No   -  Uncertain 

Memory 

Recent     Normal   Impaired  -  Uncertain 

Remote    Normal    Impaired  Uncertain 

Judgment      Average    Above  Avg.  Below  Avg. 

Insight     Average    Above  Avg.   Below  Avg. 

Depressed      Yes   Partial   Uncertain 

Elated      ---  Yes   No      Uncertain 

Hostile     -   Yes   No    Uncertain 

Fear    Yes   No    Uncertain 

Anxious    Yes    No  Uncertain 

Inappropriate  -   Yes   No  Uncertain 

Delusional  Yes   No   -  Uncertain 

Hallulnations     Yes   No  Uncertain 

Self.lmage      Good   Fair    Poor 

Desire  for  Help      Good    Fair     Poor 

Attitude     Good    Fair     Poor 

General  Responses    FlaHened    Normal   Fluctuate 

Additional  Comments/Summary  of  Findings  (Example  -  Motivation) 


Interviewer    .   Date_ 

Supervisor   Dale_ 


File  No. 


Name  (Last  Name  First) 


Social  Security  No. 
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PART  I 

L.  Lou  of  Control  .   La«t  Drink  

M.  Probltms  Coused  by  Drinking:  Job  Family   Finances    Health    Si 

N.  Attempt  to  Stop  Drinking  Before?   When    How  Long   

AA  Attendance?    ANTABUSE?    Other   

II.  OTHER  DRUG  USE/ABUSE 


(PATTERNS  OF  SUBSTANCE  USE/ABUSE) 


Substance  Used 

Choice  (Rank  Order) 

Frequency  (Current) 

Administration  (Route) 

Year  First  Used 

I.    Date  of  Last  Drug  Use,  Substance  Used  and  How  Much? 


2.    Hare  you  ever  Overdosed,  Experienced  Withdrawal  or  had  an  Adverse  Reaction? 
Yes    No    If  Yes.  Explain  


3.    Have  you  ever  Attempted  Suicide?  Yes   No    If  Yes,  Give  Dates  and  Circumstances. 


Recommendations 
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PART  II 

III.  HOUSING,  EDUCATIONAL,  EMPLOYMENT  BACKGROUND 

Residence:  Houie    Apt.    Rent  Buying    Other    None   

Number  in  Household    Head  of  Household   

Education:  Years   •  Degree/Major   

Vocational  Training;  Yes  No  Area   

EMPLOYMENT  HISTORY/MILITARY  SERVICE 

DATES 

JOB  DESCRIPTION        ,     .  BEGAN/ENDED  REASON  FOR  LEAVING 


Job  Skills  

Have  You  Ever  Lost  A  Job  Due  To  Drinking?  

Military  Service:    Yes  No    Army    Navy   Air  Force    Marines    Coast  Guard 

Length  of  Service   Rank/Type  of  Discharge   

V.  A.  History  


IV.  CRIMINAL  JUSTICE  SYSTEM 

No.  of  Arrests  (Alcohol  Related)    Non-Alcohol  Related 

No.  of  Convictions   — ^    No.  Times  in  Jail  

No.  Times  in  Prison  t  Length  

No.  Times  on  Probation/Parole  .  

Cases/Warrants  Pending  

Current  Probation/Parole  Officer  

V.  SPIRITUAL  WELL-BEING  (EXAMPLE  -  CONCEPT  OF  HIGHER  POWER) 


File  No. 


Name  (Last  Name  First) 


Social  Security  No. 
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PART  II 

VI.  PHYSICAL  HEALTH 

Llit  Any  Phytic*!  Handicaps   

Serious  Illness/Surgery  (Dates)   

Describe  Any  Medication  Presently  Taking   

VII.  FAMILY  HISTORY/MARRIAGE  BACKGROUND 

Place  of  Birth  .  

Father's  Occupation  

Mother's  Occupation  

No.  of  Brothers   No.  of  Sisters   Bii^h  Order    Parents  Religion 

Raised  By  Both  Parents?  bplain  .  

Describe  Mother  

Describe  Father   .  

Describe  Home  Life  

Marital  Status:   Single  Married   Widowed    Divorced    Separated  . 

No.  of  Marriages  &  Duration  .  

No.  Children    Ages/Sex  .  

Current  Relationship  with  Parcnt's/Siblings/Spouse  


History  of  Alcoholism  in  Family?  

Family's  Attitude  Toward  Drinking 
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PSYCHOSOCIAL  UPDATE 

Date 


I.  Employmenf 


11.    Living  Siiuation 


III.    Family/Peer  Rtlationship 


lY.    Maintenance  of  Sobriety 


Y.    Current  Level  of  Functioning  (Impression) 


Date  Supervisor  Date 


Name  (last  name  firtt)  Social  Security  No. 


Counselor 


File  Number 


APPENDIX  H 

INSTRUCTIONS  FOR  USING  THE  FLUORIDE  OR  PLACEBO  GEL 


EXPERIMENTAL  AND  STAFF  CONTROL  GROUP  INSTRUCTIONS 


1.  Thoroughly  clean  your  teeth  and  surrounding  tissues  with  the 
toothbrush  and  an  interdental  aid. 

2.  Rinse  well . 

3.  Place  the  gel  across  your  toothbrush  and  using  the  sulcular 
brushing  method  demonstrated  for  you,  work  the  gel  between  the 
tooth  and  gum.    Use  the  rubber  cone  stimulator  to  work  the  gel 
in  the  gingival  sulcus  in  between  the  teeth.    Finally,  work  the 
gel  over  the  other  surfaces  of  the  teeth. 

4.  Following  this  procedure,  swish  the  remaining  gel  in  your  mouth 
for  1  minute. 

5.  Empty  your  mouth,  but  do  not  rinse  for  at  least  30  minutes. 

RESIDENTIAL  CONTROL  GROUP  INSTRUCTIONS 
MANUFACTURER'S  WRITTEN  DIRECTIONS  ON  THE  CONTAINER  OF  GEL 

This  gel  is  recommended  for  use  at  bedtime  by  caries-active 
individuals.    After  toothbrushing,  rinse  mouth  well,  place  gel  on 
toothbrush  and  work  the  gel  over  the  surface  of  the  teeth.  After 
1  minute  expectorate,  but  do  not  rinse. 
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APPENDIX  I 

TOOTHBRUSHING  AND  INTERDENTAL  CLEANING  TECHNIQUES 


ORAL  PHYSIOTHERAPY  TECHNIQUES* 


THE  ROLL  or 
ROLLING  STROKE  METHOD 

I.  Purposes  and  Indications 

A.  Cleaning  gingiva  and  removal  of  plaque 
materia  alha,  and  food  debris  from  the  teeth 
without  emphasis  on  gingival  sulcus. 

1.  For  children  and  adults  with  relatively 
healthy  gingiva  and  normal  tissue  con- 
tour. 

2.  For  general  cleaning  in  conjunction  with 
the  use  of  a  vibratory  techni(iue  (Chart- 
ers', Stillman,  or  Bass). 

B.  Useful  for  preparatory  instruction  (first  les- 
son) for  modified  Stillman  s  technique  since 
the  mifial  brush  placement  is  the  same  This 
can  be  particularly  helpful  when  there  is  a 
question  as  to  how  complicated  a  technique 
the  patient  can  master  and  practice. 

II.  Technique" 

A.  Grasp  Brush  Handle 

Direct  filaments  apically  (up  for  maxillary 
down  for  mandibular  teeth). 

B.  Place  Side  of  Brush  on  the  Attached 
Gingiva 

The  filaments  are  directed  apically.  When 
the  plastic  portion  of  the  brush  head  is  level 
with  the  occlusal  or  incisal  plane,  generallv 
the  brush  will  be  at  the  proper  height  as 
shown  in  figure  22-4 A. 


*From  Wilkins,  Esther  M..  Clinical  Practice  of  the  Dental  Hygienist 
5th  edition.    Philadelphia:    Lea  &  Febiger,  1983,  pp.  344-352  360- 
368.    Reprinted  by  permission.  ' 
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FACIAL 


Ploce 


Press 
VIbrote 


Rol 


L  IN6UAL 


Place 
Press 
Vibrole 


Rol 


In.(.al  brush  pUcement  with  sides  of  brislles  or  niamenls 
p.ns.  auached  gingiva.  B  The  brush  is  pr«se,l  a.ul  ...gled 

Maxillary  anlenor  lingual  placement  and  aclivalion  The 

men.       r  ""^  """"        """'l-n'al  areas.  Place- 

n^en  for  hngual  „f  mandibular  a„.eri„r  is  the  sa„,e  a  for 
maxillary  with  (he  brush  turned  down  ' 


C.  Press  lo  Flex  flie  Filaments 

The  sides  of  the  filaments  are  pressed 
against  the  gingiva.  The  gingiva  will  blanch. 

D.  Roll  the  Brush  Slowly  Over  the  Teeth 

As  the  brush  is  rolled,  the  wrist  is  turned 
slightly.  The  filaments  remain  fiexed  and 
follow  the  contours  of  the  teeth,  thereby 
permitting  the  cleaning  of  the  cervical  areas. 
Some  filaments  will  reach  intcrdentally. 

E.  Replace  and  Repeat  Five  Times  or  More 

The  entire  stroke  (Parts  A  through  D, 
above)  is  repeated  at  least  five  times  for  each 
tooth  or  group  of  teeth.  When  the  brush  is 
removed  and  repositioned,  the  wrist  is  ro- 
tated, the  brush  moved  away  froin  the  teeth, 
and  the  cheek  stretched  buccally  with  the 
back  of  the  plastic  portion.  Care  must  be 
taken  not  to  drag  the  filament  tips  over  the 
gingival  margin  when  the  brush  is  returned 
to  the  initial  position  (figure  22-4A). 

F.  Overlap  Strokes 

When  moving  the  brush  to  an  adjacent 
position,  overlap  the  brush  position  as  shown 
in  figure  22-3. 

G.  Position  Brush  for  Lingual  Surfaces 

1.  Use  the  brush  the  long,  narrow  way. 

2.  Hook  the  heel  of  the  brush  on  the  incisal 
edge  (figure  22-4D). 

3.  Press  down  for  ma.xillary  (up  for  man- 
dibular) until  the  filaments  lie  flat  against 
the  teeth  and  gingiva. 

4.  Press  and  roll  (curve  up  for  mandibular, 
down  for  maxillary  teeth). 

5.  Replace  and  repeat  five  times  for  each 
brush  width.  (Brush  placement  across 
the  anterior  lingual  can  be  compared 
with  the  hands  of  a  clock  or  spokes  of  a 
wheel.) 

III.  Problems 

A.  Brushing  too  high  during  initial  placement 
can  lacerate  the  alveolar  mucosa. 
Tendency  to  use  quick,  sweei^ing  strokes 
results  in  no  brushing  for  the  cervical  third 
of  the  tooth,  since  the  brush  tips  pass  over 
rather  than  into  the  area;  and  likewise  for 
the  interproximal  areas. 


B 
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significant  in  the  control  of  gingival  and  perio- 
dontal disease.  Because  of  potential  damage  to 
the  gingival  tissue,  only  a  soft  nylon  brush  with 
rounded  filament  ends  is  indicated. 

I.  Purposes  and  Indications 

A.  For  all  patients  for  dental  placjue  removal 
adjacent  to  and  directly  beneath  the  gingival 
margin. 

B.  Particularly  adaptable  for  open  interproxi- 
mal areas,  cervical  areas  beneath  the  height 
of  contour  of  the  enamel,  and  exposed  root 
surfaces. 

C.  Useful  for  the  patient  who  has  had  perio- 
dontal surgery. 

II.  Technique" 

A.  Crasp  Brush  Handle 

Direct  the  filaments  apically  (up  for  max- 
illary, down  for  mandibular  teeth).  Even 
though  the  brush  placement  calls  for  di- 
recting the  filaments  at  a  45-degree  angle, 
it  is  usually  easier  and  safer  for  the  patient 
to  adjust  the  brush  after  first  placing  it  par- 
allel with  the  long  axis  of  the  tooth. 

B.  Angle  the  Filaments 

Place  the  brush  with  the  filament  tips  di- 
rected straight  into  the  gingival  sulcus.  The 
filaments  will  be  directed  at  approximately 
45  degrees  with  the  long  axis  of  the  tooth 
as  shown  in  figure  22-5  A  and  B. 

C.  Press  Lightly  Without  Flexing 

Press  lightly  so  the  filament  tips  enter  the 
gingival  sulci  and  embrasures  and  cover  the 
gingival  margin.  Do  not  bend  the  filaments. 


Figure  22-5.  Sulc.ilar  melhrnl  of  LrushinR.  Fila.nrnl  tips 
are  directed  inio  the  ginKival  suIci.v.TIk-  lilamenls  are  placed 
at  approximately  45  degrees  will,  lUc  long  axis  of  tlie  tooth. 
A.  Maxillary  facial.  B.  Mandihular  facial. 


D.  Vibrate  the  Brush 

Vibrate  the  brush  back  and  forth  with  very 
short  strokes  without  disengaging  the  tips 
of  the  filaments  from  the  sulci.  Count  at  least 
ten  vibrations. 

E.  Reposition  the  Brush 

Apply  the  brush  to  the  next  group  of  two 
or  three  teeth.  Take  care  to  overlap  place- 
ment as  shown  in  figure  22-3. 

F.  Repeat  Stroke 

The  entire  stroke  (Parts  A  through  D, 
above)  is  repeated  at  each  position  around 
the  maxillary  and  mandibular  arches,  both 
facially  and  lingually. 

G.  Position  Brush  for  Lingual  Anterior 
Surfaces  (figure  22-6) 

Hold  the  brush  the  long  narrow  way  for 
the  anterior  coinponents  as  described  for 
the  rolling  stroke  technique.  The  filaments 
are  kept  straight  and  directed  into  the  sulci. 

III.  Problems 

A.  An  over-eager  brusher  may  convert  the 
"very  short  strokes"  (note  II,  D.  above)  into 
a  scrub-brush  technique  and  cause  injury  to 
the  gingival  margin. 

B.  Dexterity  requirement  is  too  high  for  cer- 
tain patients. 

C.  Rolling  stroke  procedure  may  precede  the 
sulcular  brushing  when  a  patient  believes  it 
helps  to  clean  the  teeth.  It  is  recommended 
that  the  two  techinques  be  performed  sep- 
arately rather  than  trying  to  combine  them 
in  what  has  been  referred  to  as  a  '■modified 
Bass." 

The  procedure  of  rolling  the  brush  down 
over  the  crown  after  the  vibratory  part  of 
the  sulcular  brush  stroke  has  several  dis- 
advantages: (1)  too  often  the  brush  is  hastily 
and  carelessly  replaced  into  the  sulcus  po- 
sition, or  else  the  opposite  is  true  and  con- 
siderable time  is  consumed  in  the  attempt 
to  replace  the  brush  carefully;  (2)  gingival 
margiji  injury  by  the  constant  replacement 
of  the  brush  is  conunon;  and  (3)  concentra- 
tion is  not  on  the  important  objective,  which 
is  to  remove  the  plaque  at  and  under  the 
gingival  margin.  Patients  may  tend  to  roll 
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r.^me  '^X  r,  G.,]f,ilar  |.ni.^l.,..g,  |.-,ig,.a!  .  ,t1b.  -s  A.  Ilnish 
ixjsihoi.c-.i  for  inn  'hi-  nt.  liur.  «.  l  ;i,.,neiu  'ip^  a,,  d.- 
re,-l,-cl  into  tlv-  jy.  i>i  al  i:,l.-,is.  C.  lai  ,.f  ni:.r  '  ■  r 

aiitn  ioi  with  lil-.mt.il.  ill  .ulcus  D  Crusl:  p  >si;ij.K-(!  fc. 
iingi  J  of  posteii,>r. 

tin.  bi  us!i  flow  I  c  or  the  ( lOwn  MTuiiaf  ir.  ly 
and  vc -y  iil'Io  su'  ular  lirushiiij^  liin.v  I  o  aj- 
t.ii'  plivlied. 

nir  CH  iH  ;  fius  MirnioD 

lii'-  o.  Ji.ol  u.lent  d  criKid  by  Clu.il- 
t'n.'^Ha.to.  sn  '  t  Mint  I,  i„  a  innm.o.- l!.,,t 
w,.ul.i  ;  tmiul  ae  i.u;  f,.  -a!  i  :ugm  "all  .■.n.u.id 
e...  li  U..  :i\,  e::,  ccially  ni  tl.-i;.tei  -<i<  i.tai  -.i-aci  s." 


Th(  nn'thod  is  generally  not  used  when  ti.ere 
are  iKnnial  interclt  nt.il  papillae  sir.cc  (.iher 
nnHli  >ds  may  be  o.tsiei  to  teach. 

I.  Purposes  and  Indications 

A.  I.vDseninp  cf  debris  and  plaqne. 

B.  Massage  and  stinii  latii  n  for  niurp';ial  and 
intcrdi  1  fal  gingiva. 

C.  I.idicati  J  to  aid  in  pl.iciuc  removal  fr.>m 
proximal  fDoth  snrfiujes  when  ii:terpioxin  ,il 
tit  uie  is  missing  as,  for  example,  loll  w  i  g 
pe.  iodunlal  .iiirgcr)'. 

D.  Ad.ipiable  to  cervical  areas  below  the  heiplit 
of  con'our  of  the  crown,  at  d  to  exposed  root 
surfaces. 

E  Uicfu'  '  )r  cic.  .in^;  abutment  teeth  and  un- 
der tb  'inj  ival  bordf-r  ofa  fi  te.l  partial  den- 
lure  ^(bndgi'),  or  tie  undei  surface  of  a 
uuiiitii.  y  bi  iv'lge. 

F.  Aids  in  cleansing  ortbadontii.^  appliances 
(fi„.ire  £t-6C,  pages  38J-38 !). 

II.  Technique" 

A    Apply  Rolling  Stiol-e  Tccbmquc 

Iiistn'Ct  ir;  i  basic  :olling  stroke  technique 
foi  -general  cleaning  to  be  acv'om[  lished  fiisf . 

B.  (;rasp  r -ush  Handle 

Hold  .,rii.-;h  (outside  the  oral  cavitj)  with 
filumcnls  diicctf-d  toward  the<icclii.  i  I  or  in- 
cisal  pl,.r..M)f  the  tf  ctl.  thai  w.ll  I)e  bnish.  d. 
The  tips  are  pointed  do.vn  for  application  to 
the  miLvlUai  V  and  pointe  d  up  for  .ipi)l.o  ition 
to  the  niaii  lil  ul  ir  arch.  Insert  the  brii.,h 
lit  id  in  (he  direction  it  will  be  us  :d. 

C.  1  lare  the  Brush 

Hu  e  ihe  sides  cf  the  filaments  agaiisst  die 
enaii.e'  with  ihe  brnsl.  tip.?  toward  the  oc- 
( I.isa!  ;)r  itn  isol  plane. 

D.  the  rilamenis 

Angle  at  appro.ximattly  J.')  dtgnies  with 
ihe  ooclns;  I  oi  .nci:,;d  i.lane.  .Slide  the  brush 
to  a  povilior.  at  liic  junclioii  cfdir  fre^  ,.,in- 
K.vil  n;argii,  and  the  loo  h   iirf.  e  (licnre 

22 

E.  Fiess  Lig/.tly 

I'r.:;:  b.  hdy  to  (|.:  x  the  fii  -n-nts  a:.  !  force 
llietip.  Ijjtwc  n  !i  ■  tecdt.  T  .c  side;  .fthe 


*  B 

fif..,r*  22-7.  fV  ,,..i,o„  .yUush  ,.,«i(i..„:.  Cor  S  i!|,„,n 
«„u    har.vrs  ,nd  K,ds  A.  Salln.,...  !  l.e ',r:,.sl.  i.  a,.,  I. 

.  .Ih  .1:.  ocdu. ,!  „l;,..e.  wis  b.  si,  t,p::  cJi.,clo<J  loward  ll.e 
occi'    i  or 

filam.  Mts  are  prerned  i^auisf  the  gini'ivjl 
fiiargiii. 

F.  Vibrafe  Jlie  B  u>li 

Vtae;;enMyb.lfin„ly,|.,;eping,hct;ps 
cl  the  filani.nts  in  conlact.  Cour.t  to  ten 
s'ovvly  as  thi-  brush  ;s  vibrated  by  r,  rofrv 
motion  of  the  baiidl-j. 

Reposition  ihe  Br.i  .h  and  Repeat 

Rtp..Mt  farts  B  ihrongh  F,  abo'  e.  senc.al 
f.mes  in  each  p„  ition  arc^.u!  ll,e  dent  il 
arches. 


1«>-.,;  ixisorthot(i,,lh,  plire'lu  .iJcs 
of  thr  toe  end  fil  .mcnts  ov,  r  the  in- 
(eqiroxini,,!  eia!)iasnre. 
I)    Pre.ss  a   I  -  ibrate. 

J      A  pi-  »li<,n  of  il.  usl.  fo.  rived  Parfud 
Dti.tme 

When  pl:.dng  the  bra.h.  ebtck  th:.t  the 
'l^'.^.e-.tHp.  ar.  d;r.ct.d  nnde.- the  gi„j;ival 
'•o  i<    of  thr  p.,ntie. 

III.  IVobIc  ns 

A.  13.  :,.b  end.;  do  not  en:ra;^e  the  v;in.-ivnl  sob 
ens  t,  K.nove  subgi,;g,,al  baoleiial  accu- 
niiilatiors. 

B.  In  some  areas,  die  eorrect  brush  plaec.nent 
IS  iinnfcd  or  impossible;  therefore,  m.  Jifi- 
cal.o,.  become  necess  .ry  v<  bicb  add  fo  the 
c<  iopluAity  ol  the  procvdur^.. 

C.  lUrioire.ncnts  in  di,;ilal  dexterity  are  h^gh. 


Otcrlap  SfioJ..;s 

^Vhen  ov.r,  the  bro.h  to  an  adjacent 
position,  overlap  the  bi  usli  position  :u  sh.  ,wn 


Position  Rru  !,  for  Lingu;,!  Surfaces 

Si.a  e  CharUrs'-Tosb  positioning  i,  diH 
fic:u  t  to  aceomph^!.  on  the  'in;;ual.  a  nioe- 

'V   r"  fretp.ently 
a<lMsed.  \A.„.n  Chart,  rs'  method  is  pre- 

•'■^<J.  Ibep,sit,uns  aie  as  foibws: 
i-  rosten\(r 

a-  Wid.  b.Mish  tip.,  pointed  toward  the 
occlusal,  extend  the  bw.J.  hr.-.dle 
3(ro.s.v  iJieirKijalortheeanin,  (/(he 
sKie  opp        ,|,,,(      |„.  1,-^,5,^,.^ 

l>-  Place  the  sides  of        ,o. -cd  .  la- 
mc'ls  as:.ii,sl  the  d„t.d  ol  ibe  n  .ji 
posterior  n  oil.  and  iub.<.p:cnt!  a 
e.'i.h  n.bra.-,jire. 
J        i  '  -ss  .md  •■  ibiate. 
'  iiierior 

»    With  brn.h  handh    .andleluith  die 
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jai. 


D.  B  ;  ashing  Procedure 

1.  HoLl  the  hru  h  li.;iiclle  at  a  riglil  angle 
to  tlio  iifidi  no  of  the  toiij'.ue  ai;J  direc' 
tlio  bn  sli  tips  toward  the  tin  oat. 

2  With  the  tong.ie  exliirdcd,  the  sides  of 
Ihi  filaments  ;.rc  placeii  on  the  poslerior 

IK":  '  of  liiC  Sillfif  e. 

3.  Witli  lij^iit  [ires.sure  draw  the  hi  u:;l,  for- 
ward and  (i\  er  the  tip  of  the  ton);ue  Ho- 
peat  tl  ree  or  four  tiiiies.  Ho  not  ieriih 
the  paj.  I'a'r. 


( 


Figure  22-10.  C  el.,  ,hI  l„usl:ir.r  V,l-...l:„.  I,. i,s!,  ^vi  h 
pre.  lire  <.•^\.^v  ,„,.  ,tai,„.„;  (!„  ',i  m,c,!l  |l,.,s  „.  ll,e 
<xxli,sal  s...fa(e  t  p  niiit  li,  s  t,,  wo,k  their  '  „>!o  ll„> 
p>'  a.r  r  .urrs.  1..  L.,.>Eho  ■o,a,l  t  okr,  coM.it  „uh  ihe 
I  :  i>t:.  ■.  .  !•  xccss  ,.re.'.siire  .uives  lii,i,.ie  ■  hp;.  iiWi,y  fr(,.n 
pa,  ai,       ,u,..,  a,.d  Jj,„.-.,;,-.  111.  fil  .i,.:-,,!  .. 


2.  1,.  lardatii.r.  o(  ,»!  ).|i!e  iunnat  m  .,nJ  to- 
(;.'  ji.'n^i.ie  ac-ci  .m'ial,.j,j. 

3.  l»eJi.cti(-i?  of  ni;i,il)er  (f  n.icinorf'j- 
iiism..;.  V.h,  n  I  niih.i:?,  .>f  he  lon.711,-  is 
dis  •',ntiniie.i,  ih.-  nu  ab.-i  of  (/rg:,ais,,,s 
inci  eases. 

4.  Cv.ntnhutiu  ,  to  -  eiall  cK  ....dincss. 

C.   Y.  i.  jKc  AiiaJo<  ,/  (.oi,d,.,ive  to  Debris 
r< ;  ntioii 

1.  Surface  r«/i  'a.v  .1,1,,  run-  ihu  ,1  .  pa 
l-illit  extr.^d  i„i„.ite  .  ..jeel ions, 
uhiie  f'.n;.ifur  n  ]  .pjlhie  are  ,iot  as  hi;;.'! 
and  .  .  a'e  e!ev.,l.  -is  ainl  .!  p.  ^ssia- 
that  entr.ip  de!)ris  and  inieroos  iMnisnis. 

-'.  Fisruirr.  '  T.u.tJi^uc  i-i.ss.irt\s  n»a>  he  ,sev - 
"  '        tori  !eei  ■  ;,d   .taii.  delwj.. 


II.  Occlusal  Prushi  5 
A.  Objt'ifhcs 

1.  To  loost  si  [jhicjii-  niicroo  gau^ms  p^cl  eel 
in  [lit;;  an  I  fis.-.nres. 

2.  'l  i  roiiio'.  c  plaque  depdsits  frum  Of  i:lusal 
S'  i(..ct  s  .il'tfelii  out  ol"  i.iclusion  or  not 
iisfi.!  during,  ma  tic-a'ioi.. 

3.  Ti-  rciiiiAc  plaque  (ron.  llic  niaif.ins  of 
rrilni  afions 

4.  To  rppiy  n,.iiritlc  from  fluoricU;  dcnti- 
liice 

III.  Tongue  Brushing 

Total  inoutli  cK  ,  aliii'  ss  iii'  ludes  tongue 
b;  iisliiiii^. 

.\.    Aiicroorganisins  of  llic  Tor.gue 

1.  Main  feci  for  nral  microorganisms 

a.  Dorsum  of  tongue 

b.  Gingival  sidci  and  pocke  ts. 

c.  Denial  plaque  on  all  teotli. 

2.  Microorganisms  in  saliva  are  prin  Spally 
fioni  the  fongue. 

3.  Tongue  organisms  influence  t!ie  flora  of 
lire  entire  ora!  ca\  ity. 

B.  Tfclinicjiit 

1.  Place  brusii  oi'  O'  clusal  of  mol.nr  teeth 
Willi  filament  tips  ponited  into  the  oc- 
clusal ,),ts  at  a  ;iglil  angle.  Hie  handle 
sliouki  be  parallel  with  the  occlusal  sur- 
face. The  toe  of  tlu;  brush  slu/uld  co'-er 
the  f!is!a!  grooves  of  lii.!  in(,sf  posterior 
tooth. 

2.  Two  .U  'l  pt.ible  ^;trokcs  are  suggested 
a.    Vihrale  the  brush  in  a  slight  cin  u!.i> 

Movement  vhilc  -iiaintaiuing  th.;  fil- 
ament lipi  o.i  ihe  occlusal  suiface 
thiuuglujut  a  count  of  tin.  Press 
moJer.-tely  so  filaments  d  )  not  bend 
but  go  .str:!iglii  into  ;he  pits  and  fis- 
suies  (fl)Hir<  22  TO), 
b  F  .rce  the  hlaments  again-t  thi-  oc- 
cIumiI  .i'lrlace  with  sharp,  r(i,iok 
sf;i  kcs;  hfi  the  brush  .ifrcaci:  tii.ie 
to  di' lodge  debris;  i-peal  ;.bout  tea 
tin  ^'s. 

3.  Ml  >e  bru'.li  to  iireir.Jar  a  ea,  o.erlap- 
pii.:;  previous  bri.ili  position. 

C.  I'l  .•iai..it.(i 

r,Oi  g  sen. I    iu;    (loke.  from  anterior  to 
po  t(  rior  on  a  i  ocel  !■  .il  .irf.ice  m"y  eoritacf 

0.  .1.  thcp:<  Mii^i  lpart.  jflhe^u  p!  'igure 
2:':  JOB  .11,  I  IdC). 

n.    J':irects  i  f  <  'le  ..ji'ag  !hc  ToiigUv;''' 

1.  P.eduCiioU     ,f"  (Ill  lis. 
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I.  Oljjcclives  of  Infrrdenlal  Care 

Tlie  iiit.Tcleiit.il  pi^pillat?  'iia;  be  missing  or 
re-lii  "(1  iii  lioigi.t  aiis.:  01(1)  di-oasc  such  as 
necrotizing  ulcti.. live  gingiviti  (2;  iiivgicrJ  pro- 
Cf*cliir<  s  <  .sseiitial  in  the  treatim.  :it  ol  pi.'ruKlonl  il 
diseases,  oi  (3)  habitual  pressure  atroph}  caused 
by  the  use  of  interdciual  tii^s  or  other  devices 
which  ire  conl;  indicated  when  inl.  rdrnt;  1  (gin- 
giva fill  the  en.brasi  e.  As  a  le-  ult  of  the  ex- 
posure of  the  tooth  SIM  ;aces,  the  •  !i,'.i<ges  i'.  sliape 
of  the  interd 'iilal  tissue,  and  the  lei  il  i^ap 
pin  j  of  vlebris  in  the  uiina  al  spaces,  S|  -cihc 
"are  is  ;ieeUi  d. 

The  general  objective:;  for  pla.;  ic  control  and 
oral  p!i>'sieal  thci  ipy  apply  to  tins  area  (page 
335).  \\  ith  I'lejndirions  use  of  the  vari  )us  meth- 
ods and  devices  available,  disease  control  of  the 
inierdental  ne  i  can  be  acc  mipiished  by  a  mo- 
ti^  atcd  patient. 

U.  Rcle  of  Tootljbri.shing 

Inleqiroxirnal  vilirat,.r>  and  snlculai  b-  ir^hing 
such  as  CJiarlers',  Slilh.i.in,  and  die  Ha->.s  tech- 
niques, u.Mng  a  soft  brush,  can  be  successful  to 
some  degme  in  rcmo-.  ng  denial  plaque  fic;  n 
the  proximal  s  ir'ices  of  the  tci  th.  Mowe  er,  all 
ol  ;hc  pioxinal  placpic  is  rarely  e.i  ov 'd  by 
tii  itl.b'  usijiig  aloi.e. 

Forcorr;i!ete  p!  iqu  ai,d  licbrii  reni'.nal  from 
pioxiri.al  tooth  .si  ifac  s,  laore  than  the  t>Mjth- 
hrusli  is  gen  rally  n(  eded.  Vai  iou-  material  and 
dr  vice;:  are  dcscr  b*  d  ia  the  sections  lollov.  inp 

Remcva!  of  all  calculus  and  ,,ootl  cf  tin 
tofith  .surfa.^c  increases  the  efl,  ,.iv.;..es;.  cf  de- 
vices. lloi.;;h  tooth  .Hi.-faces  r.  faii.  plaque  \  hj:.h 
initiates  iailannnation  Larj.'.-  di'posits  of  calcu- 
lus and  ovcfha  iging  n  storat.oi  s  intcifere  with 
the  use  of  devices;  for  example,  d  -nlal  floss 
catciics  and  hreds  whc  .i  appli.  d  "o  ov  rl  ^nging 
nn:*.p,ins  of  restoration.;  or  c'eulus  depcits. 

It  is  njt  geneia'ly  ecouuMcndei!  that  inslnr- 
nienls  that  ne  used  tu  apply  pressure  for  mas 
sa.^e  (  itimul,  tion  be  used  v,  :thi  il  llr-it  n  aiuv- 
ii  !i,;u;i.,j;,,\'ai  c.lc  Ji.s.  Rubbwi;  the  ,!l;.nied 
gingix  il  w  dl  of  ;f,c  p(i  kef  over  ca'cui'.s  may 
aggravate  the  ind.i.nin  it  ny  iccticn. 

DI'NTAL  FLGSS  ATiiy  lAt'E 

Wh  n  dc  ,;al  lioss  is  appV.  d  v.-.tl,  finii  pre, 
sure  to  .1  flat  or  conv,  .v  p,  .xinial  to,.;!)  n!  iee. 
plaque  can  h--  r^-nioved  A  (  incave  to.^th  siirf.ce 


would  escape  contact  with  llic  floss.  Figure 
23-  9A  (page  365)  ilhistr.ites  this  for  the  nu  sial 
of  the  maxillary  first  pieniolar. 

I.  Types  of  Floss 

A.    Unv,  axed 

F)  -(lucdtly  recommended  because  it  is 
thinnei  and  slip.,  through  close  contacts  with 
ease,  and  b<^cause  it  may  bo  more  absorbent 
;.nd  hold  plaque  as  if  is  removed. 

I  Waxed 

Mny  be  particularly  indieat  d  during  the 
irii'ial  period  of  patient  care  b  fjre  resto- 
i.iiive  .)r!-  is  completed  and  to.itli  surfaces 
arc  complcely  calcd  and  root  planed,  be- 
cause the  imwa,<ed  fioss  shreds  and  tears 
more  easily.  Tlie  tearing  may  aggravate  the 
patient  and  discourage  continu<  d  i:se. 

IL  In  Jications 

F.,r  most  patients  dental  floss  can  best  lie  used 
befor.  tootobrnshing.  Not  c  aly  lot  .^  this  assure 
tli.it  caries  su.sceptible  jaoximal  surfaces  will  be 
de  plaqued,  but  al  •  thit  th.  iluof  .de  from  the 
dentifrice  used  dur;  g  brushing  will  be  able  to 
reach  the  proxim.i!  sui  faces  for  caiies  preven- 
tion. 

In  addition  to  plaque  remo\  .rl  from  p  ;ximal 
tooth  surfaces,  no';sing  rerncves  food  debris  and 
materia  all.Ki  from  interproximal  .ireas.  This  ( on- 
tributes  'o  general  oral  ..anifaf  ion  and  the  control 
of  halitosis. 

When  there  is  inadccpi.ite  eonla<  f  and  the  (.a- 
'ient  indicates  that  floss  or  toothpick.s  are  re- 
quired to  relieve  p;  essMre  from  impacted  fo.,d, 
dci  '.a!  attention  may  be  needed  The  area  sin  uld 
be  I  h:,rted  or  otherwise  brought  to  the  atterition 
of  the  denli.t. 

HI.  Piocctlurc 

A.    Floss  riepa'  ation 

1.  lb. Id  a  12  to  15-incI:  length  ofilo.ss  with 
the  tin  nib  and  indc.  linger  of  each  h.nid: 
t.  asp  lirml)  A-ill  one-half  inch  of  floss 
1).  '  ween  the  liniv-r  tips.  Tlie  er.  Is  of  the 
flo  s  may  be  tiu  ked  iiito  tlie  j  i!m  and 
held  by  the  ring  and  1.  lie  (in^;cr,  oi  the 
lldss  may  be  wrapped  a..juiid  'he  middle 
fir.gers  (figure  23  1A,1(  and  C). 
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Figur.-  Si  1  Diiiclioh";  for  use  of  liss.  A.  For  niaxilhiv  ins.  illou  lioL!  tl.t  (iov.  belw,:en  tlic  (li  .ivl)  anj  in.iex  (iiiRer  oi 
B.  l)..-twee.;  'lu.ir.l.,  Ciasp  the  ll.)ss  firi.il,  .  Allow  otie  L.iif  to  one  i.uh  Lotwccn  fingers  C.  For  mr.iidil.uhr  I.  eth  direct 
tl.o  noss  d-..  .  p  :.|,,-d  b>  th.-  ir.,K-x  (ni;er;  O.  W  ,rk  IIk  llosv  s|o„  ly  l.clw.-cn  teeth  in  a  sl.>;rl  .  av  .nR  i  .otio.i'  Avoid 
i<y.>y.i>wu.  II.-  gl  le  cotit.'cl  area  E  Cur*  tli-  (1  around  li.e  t  ..ih  in  ,.  C  sl.;ipe.  Hold  tlie  floss  lovard  the  mesial  for 
fl...,ni.i3  thr  .St.  ,  ..iif..cev-.  and  towaid  the  distii  f,.,  olea,  i,,>;  n.esi.  l  vuifa.es  F.  Fit-..  Ihc  floss  (irnilv  af!..insl  the  to<.lh 
Move  gently  kiitalh  t.l.-  .iii.nivs  u  .til  li?snc  ..sislri.re  ii  felt.  Sli.ie  the  llos .  hoi .j,,ntall>  ;,nd  sv.ii.ally  will,  pre>^..  re  i>) 
r.HDve  plaque  C.  li        •loi.ii.i;  «itl,  the  .lisl.il  if  the  .  .o  1  post,  rioi  tooih  .  id  work  systematic  ilv  around  th-  arch 


2.  A  tilcli  of  (loss  m;ty  \)c  made-  1  y  ;  ing 

the  ends  logetlier;  iho  .-iri-le  iiii.y  I,  ro- 

(i.tfd  ai.in  ul  a.-,  the  (loss  is  ust  1  (li  tire 
23  2). 

B.   Applicati  .n 

1.  MandilniLr  Teeth  Dit  vf  l!ii>  fios.s  du\>  i 
by  li.jidiiig,  tiie  i\  o  iiniex  Tivyrs  on  (i.p 
(il'tlu;  str..tid.  One  iiid(;\  fi.iu,  r  lioMs  !iic 
floss  Oil  ;lie  lii.gu.:!  and  tiio  olh.;i  cii  llie 
facial,  'ilio  si  !e  of  tin  fi,!i;,>r  on  111.-  lin- 

!u  ld  on  liir  tMih  .,1  tii  •  o;)|,i)sito 
sidi'.  o:  Ilv-  niuiith  [•>  s<  r\c  a'  a  fuii  .  mui 
or  rest 

2.  MaiiH.tri,  Teeth.  A  []..■  Hns.s  .  j>  by 
lioldiiiR  tlio  n«s.s  (.vc  r  (wo  th  ■■n.hs  a 
tituinb  -Mil  ai:  J  indc.v  finger  a.-;  siiovv'ii  m 


fi^'i  n;  23  lA.B.C.  He.st  a  .side  ofa  lingi  r 
on  leotli  of  opposite  side  of  t!)e  rnaMiiary 
ar(  h  to  provide  bahnice  and  a  fuk  rnm 

C,  Iii,crt>)!» 

1.  Ihild  fh)s.s  in  a  diigonai  or  obliqne  po- 
sit.on  ((if^tue  23-3; 

2.  i\i:'..c  the  flo-.s  paf  t  e.i.  h  >  ontiu  t  ,.re,i  v  ith 
a  f;ci)tl(!  sriwiiif  inol.uii. 

3.  Ciiiitio!  11  )ss  lo  nre'.'(;n(  naj^pini 
tl.iotigh  tlie  coii..ict  .ircn  onto  tlie  gii. 
Ri'.ai  tissue. 

D.  ricaniii}',  .Stroke 

1.  (  !ei!-.i  aJjacciit  teeth  separately:  f.  i  :he 
distal  aspect  <  iirvc  the  floss  niesially.  and 
for  t!ie  in^.-.si:.'  aspet  t  eiirve  the  lioss  dis- 
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Figur  e  2,1-2.  Circle;  of  floss  Hie  cndi  of  the  floss  ar.t  li.-d 
tO);elher  lor  l  onv  -iiici.t  liol'lii.g.  A  cliild  may  be  a!;l(  to 
ni.iiv,gi,  fioss  b^.ii^,.  ^vitl,  (h,s  lecli.iique  A.  Held  for  m.u- 
illary.  B.  M  .ndibular. 


direcrior  of  (Um 

-<ontacl 
popillo 

direction  oi  lloss 


.pop  iio— . yvi^ 

coi-.iocr,  J 


Figure  2M.  Insert,..,,  .jf  n,,-s.  Hol.l  fio-.  i,,  a  <],.v4„na!  or 
Ob  .,iu-  position  Arn.wi  ;ndir,ti:  dircctin,,  of  ,n>  x  .:„,cmI  ',f 
f!"vs  AM  mdil.  ,br  II.  Mj.ill.uy.  lncr,.-,«i.  M'b,  „  'I.,  s 
IS  lid.:  l,o,i.'o„taIly  the.e  |v  greater  p:,.Ml„lity  for  da„ia  e 
lo  thi-  papilla. 

tally,  around  (he  tooili  (figure  2.1-]  E  F 
aiid  C). 

2.  Pji.-;  the  ;!oss  i-olt-.'  the  gingival  inar,Jn, 
pres;;  lo  aJaj.i  t!  e  flos.s  around  the  tcotli," 
and  slide  up  the  tooth  .-^^urface.  Rejxrat. 

E.  Addiiional  -Si'f^g<;sfioii.« 

1.  Whtn  a  deniifri.e  is  i  ■  d,  dental  tape 
miy  retain  il.e  de.ilifiice  against  the 
toyl'i.  hellci  ti.an  flu.  s. 

2.  Slidu  the  floss  to  a  ne-.v,  uiiiiicd  pinlio  i 
for  sii  ceeding  pro.vitna!  to*  h  s>.iif:.ccs. 

3.  Flc  -  may  b.  i...;ed  louhl'  tu  pro\ .  le  a 
wid.  .  ruiM.i  .j^-  .uri.icc. 

l\.  Prci,aulini,s 

A.   Pr.  -  u)  .  in 

The  ...1  uri^a  i:;  not  keratinized  .nd  is  viil- 
nerabh  tudis.-aso.  Flaque  eontroh,f  the  area 


is  of  great  impi  rtance  sinie  most  gin}^;ival 
and  periodontal  disf\-isc  begins  in  the  col 
area.  Too  groat  pressure  with  floss  one  or 
•nore  times  daily,  particularly  very  fine  floss 
that  tends  to  c  ut  .aore  Casdy  than  tliiekcr 
floss,  (an  be  destn  ct-ve  to  the  attii'iment. 
Tills  ni.iy  be  of  particular  significance  in  i  hil- 
di  en  while  teeth  arf  in  ihe  process  of  erup- 
tion. 

1'.   rrcvciition  of  Floss  Ciils 

L  Loration.  Floss  cuts  occur  prunarilj-  on 
facia!  or  lingual  suHaces  directly  beside 
or  in  the  middle  of  an  interdental  papilla. 
They  appear  as  st;aigiit  line  cuts  from 
the  'gingival  niargir.  tuwaid  the  niuco- 
gingival  junction. 

2.  Causes  of  Flo',s  Cuts 

a.  Too  long  a  piece  ;  f  floss  be  tween  the 
fingcis  when  held  f'or  insertion. 

b.  Snappinjj  the  flosf  through  the  con- 
t..ct  area. 

c.  Not  curving  the  floss  about  the  teeth; 
floss  held  straight  actoss  the  papilla. 

d.  Not  using  a  rest  to  pr(  vent  undue 
pres.'Ture. 

^'.  U'.e  of  Floss  Iluldei 

A.  r)'pes 

Several  typ.-s  of  pbstic  floss  holders  are 
available  (figure  23-1). 


C. 


iKuro  23-4.    L.„„p!,.s  o  fl>,ss  l,„M..rs.  A.  !,a.  r.  plac  .-able 
/Us  co„t:  „er.  I..  I,xs  repl.u,  ..ble  (loss  cart,idKe  aod  thin 
l„;  tl.M,„„K  .     toi,«„e  C.  has  th.e.id.ni!  ,ncch.ini.,i„ 
wbi   .  re.p.or,  a  S4  inch  lengll,  of  flos-:  applied  at  ,  ach  u«e 


B.  Use 

Caii;ful  iir  triiccion  sh  •uld  1,.  prrvided 
Ill  ,sjpf;rvi«' >n  j/ivc.i  i..  iiod.i  ;uly  It  j  ..-j- 
\fiit  tisLiie  'Jani;r;i?.  A.;  tlircuded  iiilo  a 
Imlder,  tiie  fi()j>  k  in  i  stiaij/lil  line  (2'V  ;=;a\ 
To  ;ivo)d  (.u'tiDg  tlie  ixtpi^la  when  aiiplit  1 
in'eqiroxinial!^  : 
1.    Um'  a  n  st  or  lulciuin  to  prev  ent  sii  ipjiing 

(hiougli  tile  loiitaci 
2     l^ui'  tl.e  flo,  m.;si;uly  (to  clea  .  tlu.  distal  of 
a  to.'lli)  or  ...  li  tlLstally  (to  cli  a  .  mesial  - 
fa^f)  lo  allow  H..  >  to  !.e  positioiied  on  tL^j 
sid;-  of  the  papdLi  (i;i^iir(-21  5). 

KNITTING  YARN 

I.  IiKlicntions  for  Un 

A.  For  tool!)  sui  ficos  a  lj  .cent  to  wide  i,ro\;.  ,al 
spaces,  dotal  Hoss  is  nariow  .md  due<;  not 
remove  jjlaqiie  efli  ■iendy. 

B.  For  mesial  and  distal  abut  n.'.ils  of  .'ixoil  p  ir- 
tial  dciiturcs  and  und-.  :  poniic,  using  a  lloss 
threader  (p:.ge  3S1). 

C.  For  i  olated  teeth,  teelh  separated  1.)'  a  d:..s- 
leina,  and  distal  surfaces  of  mcst  posterior 
tet  th. 

II.  Teehni.jiUi 

A  Fropaiatioii  of  yarn:  f.Jd  douhle  ahout  8 
in  ;hes  et  t'lrv.-!;-  ir  lour  ply  smooth  ;  ynihelic 
yam  ui,d  Iwop  lhrou,;h  a!).nit  S  inches  of  den- 
tal flo^s;  tie  il(  ,s  with  O  ie  overhai.d  knot. 

n.  li.st.rt  llos;  through  ih-  c<.iit;.ct  aiei:  draw 
the  y  .1  ii.i  j  the  'mSr.isiiie  ^fi!.;ure  ilO-  (i;. 

C.  Clean  idja  i.nt  tcc  ih  ;.eparat  ly  w.  h  a  hue 
cohngui!  h.:ck  and-forth  stiok.-  I  jld  (!,c 
ends  i  f  [he  yarn  di'.iah/  and  tl  :i  ^ror.id 
I  lesiully. 

D  I'"oi  spcr  inc  areas  V, here  a  prtpill;  uia)  Im; 
hi:j!i  CI  !  ;ces-5  not  otlierwi/.e  SL;li,  ii-nt  for 
the  wid.'  yar  dir-  'en  il  iloss  .  nd  of  the 
cor„l)ii,a'ion      i  L.j  ii:cd. 

E.  Dt  iti'.i'  (  ir.  i    he  asi  J 

F.  Foi  cl     d        :cl.s  i.M-  a  flu-  .  (hiea.u-r 

U,^  21  T  381). 

I.  In.lif   tioiis  f  .1-  Uso 

To  cie'i  I  ;'ro\i.i!.il  smfa.  s  (,f  tci-lh  tli.if  ,e 
^^■idel;  sji.icc'  jr.  '  jci  if  'o  <;rlciitiil  US  ariMs. 
C.oize    too  I'lick  .:j  pas--  ?'  ■m!j;Ii  .  oi,l..ct  amis. 


F.R.iro  23-5.  Uje  of  fl„.s  l.oLl.  r.  A.  Applied  iiil.  rpiovi- 
r.i:ill.V.  II.  Af.  l[oss  i  ilrawi,  (hi  puj'li  il,,  oiii.t  .cl  ai  tlie 
ii  Jki.  i  .sli,  ui;  I.,'  pi.l!,  a  m<",ijilv  wiien  i!.e  i:...ss  is  to  l,e 
ap|.li<  .1  1,1 ,1  J,  ,|.,|  suii;.,.f,-  (and  piLshed  di,!  dly  n  hen  pli.  d 
t  a  nic.M.d  .siiri;.co)  f.  Fhiss  i-  lowered  iiiio  suLws  \).  I'loss 
till  ill  p„,.ill.,  .I'si.lliiif;  ff.iiu  iiii:iirf^l  use 


11.    J  cell  .i<nie 

A.  Pi  ivtrc  strip,  tut  l-ind,  iTau  -.e  bandag  into 
..  t  ..ich  h  ii);th  t-iid  f  :  1  in  third,  or  do\\  i 
fl.c  c(  nlrr. 

li.  i.M'um  th  ■  ;  i!  .flhej-iuyeoi,  li  c  cr  r.  ical 
art-  i.(  v|  t,.  die  giii^ivai  cri  st  and  wiil;  liaik 
a..  '      th  :;cve.a!  .ur.-,.  hold  tnds  towaid 


200 


Figure  23-6.  Usi  of  I  nilting  yarn  in  oprn  g'nRival  cm- 
braiiiie  A.  Yarn  is  looped  lhroii};h  dtiil.il  floss,  an.l  .kntal 
flo;s  i;  drawn  lliiou^'li  the  contavt  are.,  in  ns'iai  nia:Mier,  as 
sho>sn  Ly  arrow.  B.  Yarn  is  drawn  lliri,  the  iinhrasnrc. 
C.  y..rn  is  posilioned  against  the  siirf.ice  of  the  tooth  for 
plaque  rei;. oval. 


Fiiuiff  23  7.  Use  of  f  i-ize  st,  iy.  for  si:rf.i(  cs  v\  ilhont . .  .ril.i.  t 
with  an  id.  ,c  w  t<  olf,.  A  6  ii..:h  lcii^;'h  (  f  1  inch  'Vui.o  l>;,n,l 
ife  is  fol.!.  d  lii  ihird-  ,i,.d  (.luivd  ir  'iinJ  ihi  toi.lii  will,  the 
fold.;d  Kdj^ir  over  ihj  <  rvical  ihiui  oi' Iht  tooth.  A  '  slioe- 
sliiiic'  idol.o  is  li.fj  lo  cloaii  iho  suifacc. 

(Jisla;  to  di-.m  a  ncsinl  .•.iiifacL-.  an-.i  in,.-.sia| 
lo  c!.-  in  .T  di'.t.i!  uiifare  {{'.gnu;  2.1-7). 

rjl'E  Ci.EAN»:K 
I.  Iiidicjtions  for  Use 

Pio\iii.;.I  M,.f;.cc'^  wliei.  in'.-ic!<-ntcl  giu,;iva  is 
nii:;siiig;  fiirr.iiion  arr-as. 


II.  Tcclitiique 

A.  One  tliiitl  of  a  reg.ilar  Iciiytii  pipe  cleaner 
is  ad  -quate  af  a  time.  Clii-t  k  wire  en-l  lo 
jirevent  ilaniagint;  the  gingiva  or  scratcli.'iig 
till;  ct'ir;vT.fal  surface. 

B.  Careful))  work  tlic  end  of  the  cleaner 
ihrmigli  tiie  space  with  care  not  to  press  wire 
end  into  the  gingiv  a. 

C.  W.  k  back  and  ft:rt\  pj.  ssing  toward  one 
surface  aiid  then  the  other. 

L).  I'tircafion:  slide  pipe  cleaner  tl.roufdi  l-e- 
twv  en  expcsed  rojt.s  of  a  furcation.  W.irk 
ha.  k  ai.  =  I  fjrth  (figure  2.^  8). 


rOOTHnCK  HOLDER 
(rEIUO  AID) 

I.  Indications  for  Use 

A.  I'aflciit  nith  Pt riodontifis:  plaque  removal 
at  and  just  under  the  gingival  margin;  in- 
t  dc.  lal  cleaning  particul.irly  for  coiicase 
pio.viinal  tondi  surfaces  (fi.;iire  23-9),  ex- 
posed fur  ation  area. 

B.  Orthodontic  Patient:  pl.ique  removal  at  gin- 
gival margin  ahove  appliance;  cleaning 
aiound  fixed  appliances  (figure  24-7,  page 
38  \). 

IJ.  Teehiiiqiie 

.\.    Pieparc  111  frumenl 


J. 


Insert  round  tapered  toothpick  inlo  the 
end  (,f  (he  holder.  One  typt:  l.as  angu- 
lated  v-n.l ;  for  use  in  various  positions. 
Tv  i.'il  ths  toothpick  funily  info  place. 
I^re.ik  oir  the  long  cml  cloanlv  so  (hat 
sliarp  edges  ca!inof  scra(ch  tl.e  inner 
cheek  or  the  (ongue  during  use. 


riRiifC  2  V-tS.  U-  •  jf  pipe  ..liMner  in  area  helween  ronls 
uhcie  fi.ii;itio;.  h  is  he,-  j  exposed. 
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I  'Bure  2v'  U  h.  h.t  wood  \<  d,  l  lic  wed,;,  is  ■  )scd  only 
wli  ,1  there  exposed  pioxi^.u!  lo.<tli  siirfutes  and  ed.ic  .  d 
intc. denial  p.  ;)illac  It  is  ippiii'd  it  i  .iiij-Ie  tow  .id  (lie 
(Xv'usal  or  <..»al  t.  follow  die  c<..  to  if  li.e  inli  i.lenl.il 
pajii!.'!.  ill.,  '.ro' en  'inc  Ji.nvin(  sliov.o  liorizonta'  [.ws.tioii- 
iiiR  *1,  cli  could  flail,  n  llic  iiite.dentjl  .11 1  if  ised  reg- 
uUrly. 

pl.i.  in,;.  a  finger  oii  Mie  ;',iti;::i  a  convciii.-al 
to  t  e  place  wlii;re  flu  lip  w.ll  bo  ippliLcI, 
This  will  lu'lj.  tu  pievouf  ■user  iiir  wedge 
with  t-jo  much  piesiure. 

U.  rr^paration 

Soften  the  wood:  phi  c  the  ,ioiiited  end 
in  the  iiioiiih  and  moislcri  'vitli  s.ili\a. 

C.   Fioct  diwe 

1.  Apply  base  of  the  tiianmilar  wedf.e  t;) 
tht;  g  iitii'al  boidci  of  the  iiiti  rd"iifai 
a.-ea  i  nd  ■:ist  il  win,  :!ic  tip  jioi/iicl 
slightl  tovn  '  the  c-rlusal  ci-  in.  Isa!  tu 
k  V.u\y  ihc  roiiU.urof  the  intf-rdc'iil:.!  p'n- 
giva  'igui-f  2  5  II).  \V1  -v.  the  wo.J^t:  is 
hui.l  hurl/euit  ,'!y,  thi-  i.  eideiilal  ...  su,- 
ca,i  he  flatfcT.r^d. 

?.  Cl<  .111  fh(  tooth  surfurs  by  ni(M'iii,,  thr 
wcJo,,  in  and  o  il  uhilc  appl;  ii  ,^  bii.- 
iiiih.iig  stiolvt;  xWth  nioder.ilc  prrssfre 
hrsi  to  ci  e  side  oi  die  t  od^'a  ii  and 
ti  di<!  1,  'u-r,  ilxnit  ]()  u:  12  s  .  k." , 
oath. 

.3.  J)»s  .iid  .tdgi  af  ,'i  a  ft  w  t  id  la  .ii'f!: 
hj'  (j  be  -Il  tieatcd  or  as  :.ooa  js  the  fi.^t 
'i'lgnr.  of '.pLyirii^  ,ire  i.viriont. 

1.  TyjtCi 

A.   Sni..:i  1-scr;  Hiush  -s  viia  'w 
llai.Jii 

1.   ;  .  f :  ...Ion  fiLinii  Mis  a.c  f\\i.,ttd  i  ll.)  a 


fiiic  stainless  stefl  wire  for  insertion  into 
£<  lian  Jh.  A  ith  .an  a  igid;.ttd  shank  (figure 
23  12D). 

2.  The  siisall  tapered  or  cylindric.d  brush 
ilea  Is  ire  of  varying  sizes  appt!  xiina.idy 
12  to  15  inin.  (V.  incii)  ir  'engdi,  wi!;.  a 
li.in.eter  of  3  to  5  rr.ni,       to  7^  inch). 

B.  Brush  with  Wire  Handle 

1.  Soft  n)'  n  filaments  arc  iwistc  1  into  a 
fine  sta  de.-,s  sttel  wire.  The  wire  (on- 
tin>  ?s  tu  m:  ke  th  ;  handle,  v/!i,d  is  'p- 
pn,.  irn  :  el;,  3';  to  45  mm.  (IV^  to  1Y< 
ind.es)  in  lengl'i  (fignre  23-1: C). 

2.  The  filainerits  form  a  n  trrow  liriish  ip- 
pi  lumalely  oO  t  ^  35  i  .m.  (17,  tu  I'/j 
ill.- has)  ill  length  with  a  diam  .-r  T  to  8 
snni.  ('/<  to  inches). 

II.  intlii  nttciis  for  e 

A.   Op';r.  interproximal  areas. 

Apcyji'd  bifurcations  or  trifiircati'.ns. 

C.  Pi  iqii.  reiiioval  to  supplei  ion!  touthbi  ish- 
iiiij. 

III.  Tocliiiiqi'.e 

A.    Seli'.:t  bruih  of  appropri;:te  di.-imeter. 

1)  Moiiten  the  biii.sh  and  msert  i.ito  interdcn- 
t.d  irea  or  finCi.tiun  ut  an  angle  ii.  k  -^eping 
with  gingival  forin;  brush  in  .i  id  out  (figure 
23-1,3). 

IV.  Care  of  Ri  vjihes 

.\  Ci,\in  brusii  during  use  to  remove  deb  is 
and  pLupie  by  holding  under  actively  nni- 
nidjj  waler. 

I>  CI. -in  tl.  noughly  after  use  and  dr>  in  open 
ai  •. 

C.  I  isi.aid  when  lihuiients  b<  cniiie  lo-.se  or  d  - 
'oirru  d. 


SlNCLE-T'Jl'-f  r  UISII 
(EN {J-Tl/rj-,  UiNl  ,'Ul  i  ,i 

I.  Deficr  plioii 

The  single  tuft,  or  grt.up  ,.f  ;ii  dl  ;„fts.  ir.ay 
lie  3  to  G  iniu  in  (h  meter  and  may  be  Hat 
or  t.ipc.d  (figure  23-!2.-\  and  B).  Th.  h.in.'.le 
n  ay  be  siiaiglu  or  ::,ml  •  m;  I  -d. 
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t.gure  »-9.  Cr,ss  s,-.lio„  of  „..uillu„  fi,  .,  ...c, .,,.!;„  at 
ll.e  come  toen  unfl  junction  to  b!:ow  „s,.  ot  P,..io  li  !  or,  the 
co-ave  :  ot  surface.  A  Not.  inability  of  !lo^^  to  renu  vc 
pl.,uero..lhecor.c.vi,>  B.  Peri..         a,,,,!-.,  fur  plav.e 

J  r<.r  .d  i.tati.n  of  one  end  m  f;..  al  and  the  oil 
li..  •uaj. 


on 


i-  Apply  toot!  i,.ck  .  ti.eKinjMvuI  „n.yin. 
At  :i  ngl.t-a.  j-Ie  ,^pli.•atiu.^  v,;|,  ,„o.i- 
eiafeprejsu.-c.ti  th.  -.iiu -Vul  f;.an.  . 
^rr.i:i,d  f  icii  toot!.. 


2-  To  rtii!G/e  i-li 


.  '■>(]'•'■  ji:  t  !,ci,,w  tl„>  ,- 
g'vii!  ^n.irgiu,  My  Uh:  od  .,t  loss  t!':.n 
4.i  i.l(.;i,ces.  iiia^'U  iiii  the  ti  oi>  '1  t  li 
snrf...^  a,Jai|.,.v  n,..nn.l'(I.«  si.l.  ul-or 


f  .t;ure  ?.  l-U,.  P.rio  nd  applied  .s,.bpugiv.,lly.  Tip  Is  pL^.-d 
<n  ihe  ..k;!1.  ,,urn.cr  j„  ,  |„:|o,v  ti.e  gingival  n.urKin,  ;„.d 
p.a,|Le  ,5  rcM.ovr.d  l,>  iiiov.ng  the  tooil.pi  k  over  t!,e  snrfa^o 
a,o.„d  :lu-  tooth.  Ih,.  toothpick  tip  shoul.i  be  moistt-n.-d  in 
water  lief  re  u'ic. 

3.  After  the  tip  Ijocomc,  frayed  from  use, 
it  can  be  i^rd  ..s  a  small  deaniiig  •'bnf.li" 
to  rt  !)  on  luotli  suifaces  where  plaqae 
has  .ollectrd  It  should  be  checked  for 
1.  oic  bits  of  wood  which  might  become 
cl(  po.';ilt:d  in  the  siiK  us  or  gingiva. 

4  For  hyi'.erscnsitive  spots,  usually  at  the 
cervical  .hud  of  a  t,)Oth,  the  patient  can 
use  I  he-  tij)  daily  to  niassage  fluoride  deii- 
tifrii  c  foi  clf  seioiti7.ation. 

BALSA  ^\  OOD  VVEDGIC 

I.  nescription 

_  The  balsa  wood  wedge  is  a  2-inch  long,  wooden 
tooflipick,"  kiiown  connncrcially  as  the  Slini- 
U-Dcnt  It  is  tiiangnlar  in  cross  section. 

II.  In<licafion«.  for  Use 

A.  Ajjplication 

Forclcaninginterdentalareas  where  tlure 
ar.>  exposed  tooth  surfaces  and  missing  in- 
te<  dental  gingiva.  I  herc  rnujt  be  space,  i  th- 
cr  ^isf  (he  gingisal  ti.s.sue  can  be  trauma- 
tii'  J  !r:d  tin-  toetli  forced  apail. 

fi.    I.tmilaf  .<in 

As  with  .i)o,s!  ii.terf'ental  de»ir  :>s,  it  is 
viv'd  .)i  ly  for  the  p  iticnt  who  v.il!  follow 
'.•.st.,.cti.>i,s  caninlly,  si...e  tissne  inj.u/  is 
P  '.s.',i|Ie  a.  d  (he  ns...,fth<  i:n,  Wnl  after 
(Ik"  w.jod  i,a.-:  sp\,cj  nia.-  fb  cc  si  linlers 
"il.  ti  c  Kin;;;va. 


III.  'led. 


A.    FuK  i  ii.a  (I'e.^t) 

Fir  .!  (o:i.;h  (I    ;  ali,  nt  to  use  th,;  hand  .s 
uypi  ;Jng  it  „n  the  cheek     clni,.  jr 


"igure  23-12.  luU.Jenlal  :uul  single-  liift  biiishcs.  A.  Sliinlt-l  ift  hriiili  si. "wing  tapt-red  and  f! .it  shaped  {  roups  of  lil,.:nen  s. 
J.  Single-luft  brush  on  li.iii.Jlc  wi'h  .iiijiiLiU  d  shank.  C.  Intrrdi  iit.il  brush  with  laments  l>\isled  inlo  a  fine  wire  which 
'Ontiaues  tu  make  tiie  handle.  D.  Insert  brushes  for  a  reusable  h.iiidle  v^ith  a  cont.  .i-angled  shank. 


Fiiiurt  2.''-13.  Us<  of  iiit>'rder.'.al  brush  Sr;  ill  soft  iiyl.m 
'.)rush  ;s  .ipplitil  fo.-  pi  .<iue  rnino  al  f.oin  the  fuci.il,  .imi  may 
be  ipplied  iroi.i  the  lir;;u.d  ui  opi'n  ein!)i.isures. 

II.  Iiulicjtlions  fo;  Use 

A.  Open  loterpro\iinal  Areas 

B.  Dei.tal  Api>!t.«i-.ci  s 

Tlic  siiiglc-tuft  buis'i  i.i..y  1)0  :,J:  pi  .i.Iu 
«\)UiiJ  aii'I  undt.'i  a  fi.xixl  iJiiU.il  i1(,iit  iri', 
pontic,  ortliotl  jiil ic  a|.p!i:iarc,  .-ukI  procisiDii 
aUucliin  -nt. 

C    Dif.i   ih  U  Moa'  h  A.civ 

11.  •  I  .ig'ial  surf'ajos  cf  l!ie  in.in Jil.ulai 
liiolars,  al  .ilr,;e:if  Icotli,  tin  di;  tal.  of  tl.i! 
most  ijoittiitir  tectli,  and  tr,;l'    that  aic 


crowdnd  are  examples  of  where  an  end-tuft 
I  rush  may  prove  of  value. 

III.  Technique 

A.  Direi't  the  end  of  the  tuft  into  the  inter- 
proximal area  along  the  gingival  margin. 

15.  Combine  a  rotatinj^  motion  wifli  intermit- 
tent pressure. 

C.    Use  a  sulcular  brushing  stroke. 

INTERDENTAL  TIP 

I.  Coinpoi itioti  .'iiid  Desi^nn 

Cuii  c.il  iir  pyramidal  Ih  .i[>le  nibhcr  ov  pl.istic 
tip.  attat  bed  to  the  end  of  tlu  handle  of  a  tooth- 
brii-.h,  or  on  a  sperial  plastic  liandle.  The  soft, 
plialJi'  lubbcr  ti(>  is  prefc  rrr  d  to  the  haril.  more 
ri;^i(l  jiliiiliL  tiji  Ik'c.uuc  it  c:  ii  bo  adapt<'d  to  tin 
iiiiLM  lc.ii.il  area  luore  ea.  i!)  and  beeau.se  there 
i.'.  less  pain  or  disc  juJ  irt  foi  t!ic  p.iti'-nt  sshen 
the  iiisliuiaeut  i-  presseil  on  the  tissue. 

II.  liK'Kcatioiis  for  Use 

A.  Cl.  aniiii;  di  iais  and  ni  ileria  alb.i  from  the 
inlerdf.'iil.'il  area;  by  ubbing  the  e.vpos  d 
taodi  siiilaces,  possible  removal  o'"  some 
p'  :('i<' 
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B    May  f.ontribiite  lo  leshapi-.i;;  of  gingiva  fol 
louing  periodontal  surgery. 

C.  Adaptation  to  areas  where  toothbi  n- liing  is 
diiricult;  fi>r  (•x.imple,  expos .  (1  Furcation 
areas  mesial  of  mesially  incli:ied  tei  th,  or 
.iLulineut  tertli. 

D.  Coriti.iindic.iteJ  in  clinicail)  li-'  illliy 

will,  iritact  interdeiital  papillat;.  Infcrd  Tital 
devices  arc  iisuali}'  unsieees  ary  and  caa  be 
harmful. 

111.  Tei.'lini(ji;e 

The  intcrdf.ntal  tip  is  a  dilTlcult  iri.'^truiTient  to 
use  correctly  L.-arninp,  to  use  it  may  require 
nior.'  patience  ami  'imf  than  tht  a\  erage  putii  at 
will  c:,  e  lo  give.  A  miiror  should  be  used  lo 
show  li.e  pl.icernent  of  the  tip  and  the  patient 
slit  iild  use  a  niirroi  for  Iiouie  pr.ictiie. 

A.  Prepare  for  application:  outside  the  mouth, 
hold  ;h'  haudlt  of  the  initrumcnt  firmly  (a 
palm  grasp  may  give  bei^t  control),  with  the 
tiji  angled  up  for  applicati(ju  lo  the  mandi- 
bular and  down  for  the  maxillaiy  arch. 

B.  Insert  the  tip  interdentally,  diagonally  to- 
ward the  occlusal  or  the  i  icisal  to  follow  the 
contoui  of  th-  interdental  gingiva  (figure 
2.1  14). 

C.  The  ti()  is  inserted  until  it  fits  the  embrasure 
and  t  ich.  .  the  sidi  >  of  ihe  teelli,  but  it  is 
n(  ■er  pressed  forcelall;  If  forced  repeat- 
edly in  aliorizontj'  diret'ioi.,  the  interdcu- 
lal  tissue  car.  be  olunte  1  or  flatte:u:d  by 
prcssur'\  thus  increasing  the  si/e  of  the  in- 
terdentii'  space. 

D.  Press  tiie  side  of  the  tip  ygai.ist  ihe  .ittadiL  d 
gingiva  and  ;tpply  a  '^cutle  rotary  motion, 
which  provides  iiitcnnittei.t  j  rcssurc  ag.iinst 
the  gi;igivul  tiusuc  (figurr  23-1  j).  The  lotary 
motion  is  cuntinuod  to  a  sKiw  count  of  It  n. 


f  i(;.irc2:l  ,  (.  liitiri'Iciil  il  tip  file  t  iiii.  a!.  Ilfxihlc  riililu-r 
tip  is  anj;!.  ii.iv  m  l!  lowanl  tlie  tlu^al  or  incisa)  to  follow 
the  coiitoi  .  of  llic  , riienlai  j.uifjiva. 


Figurr  2.1-15.  Iiitcidintal  li;).  The  rulitx  ■  tip  may  bo  in- 
dicalt'd  wIu.'H  iiiti  iilfi.tal  papillae  are  inissinj;  or  rcdiucd  in 
heiglil.  Ihf!  lip  is  inserted  until  it  fits  llie  emliraMiro  and 
toucl.os  the  sidi;s  ol  the  teeth,  Init  it  is  not  forci  d  iiitc.-Jen- 
t:dly  The  side  of  iht  tip  is  then  pressed  ;inainst  •  attached 
gin|;iva  and  .i  pendc  hot  firm  rotary  .ni.nion  is  .i  J  to  apply 
iiilennitlent  ptrssiiie  against  the  gingival  tissue. 

E.  Whe  i  the  interdental  area  is  wide,  press  the 

against  one  tooth  and  tlie  attacl'.  .d  gin- 
gi-.  a  for  a  count  of  ten,  and  then  slide  it  over 
to  tlie  side  of  the  adjacent  tooth. 

F.  Repeat  at  lu  xt  entbrasure  and  on  around  the 
arcli;  apply  to  lingual  when  access  and  vis- 
ibility permit. 

G.  For  additional  cleaning  of  the  proximal  sur- 
faces of  the  teeth,  the  tip  may  be  rubbed 
against  the  teeth  as  it  is  moved  in  and  out 
of  (he  embrasure,  and  directed  toward  the 
part  of  the  tooth  surface  under  the  contact 
area. 

H.  Riiise  the  tip  as  indicated  during  use  to  re- 
move debris,  and  wash  thoroughly  at  the 
finish. 
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FLOSSING 

Abovit  18  inch«i  of  dental  flea    Is  Wrapped  around  the  flnjcrs  as  shown  beto>4. 


APPENDIX  J 

EXAMPLES  OF  APPOINTMENT  NOTES  AND  SCHEDULED  ACTIVITIES 


The  following  are  samples  of  the  instruction-appointment  cards 
given  to  each  member  of  the  experimental  group.    These  cards  were 
given  following  each  meeting,  both  individual  and  group.    They  were 
generally  written  with  bright  colors  on  3x5  file  cards  and  had  some 
type  of  dental  caricature,  either  a  stick-on  or  a  drawing. 


Name:  Date: 
Morning: 

1 .    Dry  brush 

Evening: 

1.  Red  Cote  tablet 

2.  Dry  brush  and  floss 

3.  Rinse  well 

4.  Rub  gel  over  gum  line  and  use  rubber  tip  to  work  between 
tooth  and  gum 

5.  Dry  brush  remaining  gel  over  all  teeth 

6.  Empty  mouth  but  do  not  rinse 

YOUR  NEXT  APPOINTMENT: 
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«T  LEAST  ONE  TIME  EACH  DAV,   DO  THE  FOLLOUINQl 


1.  USE  A  RED  COTE  OISCLOSIHQ  TABLET 

2.  DRV  BRUSH  THOROUGHLV 

3.  FLOSS  THE  SIDES  OF  ALL  TEETH 

4.  BRUSH  THE  GEL  OUER  ALL  VOUR 
TEETH,    ESPECIHLLV  AT  THE  GUM  LIHE 

5.  SWISH  THE  REMAIHIHQ  GEL   IH  VOUR 
MOUTH   FOR    1  MINUTE 

6.  EMFTV  VOUR  MOUTH,    BUT  DO  NOT 
RIMEE  FOR  30  HIIIUTES 


YOUP  HiaCT  APPOINTMEMT  IS  SCHEDULED 


DATE: 
TIME: 


REMEMBER  THE  IMPORTANCE  OF  THE  PLAQUE  CHAIN: 


/  Bacterial/ 
.1  Plaque  [ 

]    Sugar  \ 

=  Acid 

[  Bacterial  j 
\  Plaque  J-—^.,^ 

r^acterial\ 
^  [  Irritants) 

Acid  ( 

SusceptibleA 
jTooth  j 

Tooth 
=  Decay 

1^  Gums^  

=  Gum 
Disease 
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LEAST   OHE  TIME  EACH  DAV,    DO   THE  FOLLOWINQI 

1.  USE  A  FED  COTE  OISCLOSIMQ  TABLET 

2.  DRV  eRUSH  THOROUGHLV 

3.  FLOSS  THE  SIDES  OF  ALL  TEETH 

4.  BRUSH  THE  GEL  OUER  ALL  VOUR 
TEETH.    ESPECIALLV  AT   THE  GUM  LIME 

5.  SWISH   THE   PEMAIHIMG   GEL    IH  VOUR 
MOUTH  FOR   1   HI  MUTE 

6.  EMPTV  VOUR  MOUTH,    BUT  DO  MOT 
RIMSE  FOR   30  MIMUTES 

JOOR  NEXT  APPOINTMEMT  IS  SCHEDULED 

DATE: 
TIME: 


214 


DENTAL  PROGRAM  TENTATIVE  SCHEDULE 


WEEK  OF  3/n  TO  3/16 
LOCATION:    BOARD  ROOM 


3/11  (Sunday)      INDIVIDUAL  DENTAL  INSTRUCTION  RESIDENT'S  NAME 

11 :00  AM 

11:15 

12:00  PM 

12:15 

12:30 

12:45 

1 :00 

1:15 

1:30 

1:45 

2:00 

2:15 

2:30 

2:45 

3:00 

3:15 

3:30 

3:45 

4:00 

3/12  (Monday)     10:00  AM  to  4  PM 

Staff  exams  &  instruction 

(Please  complete  medical/dental  history  first.  These 
forms  are  located  in  the  Staff  Lounge). 

NOON  to  2:30  PM 

Medical/dental  histories  for  new  residents  with  Pat 
Braddock  (Nurse's  Office) 

3/13  (Tuesday)    NOON  to  2:30  PM 

Exams  and  individual  instruction  for  new  residents. 
Individual  instruction 

3/14  (Wednesday)  NOON  to  2:30  PM 


Exams  and  individual  instruction  for  new  residents. 
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Week  of  3/11  to  3/16 


3/15  (Thursday)    9:00  to  11 :00  AM 


Complete  staff  exams  and  instruction 
exam 


3/16  (Friday)       GROUP  INSTRUCTION 

NOON  -  12:45  PM  12:50  -  1:30  PM        1:45  -  2:30  PM 

Resident' s 
Name: 


APPENDIX  K 
PROGRAM  EVALUATION  QUESTIONNAIRE 


FINAL  ASSESSMENT  QUESTIONNAIRE 

DIRECTIONS:    PLEASE  CHECK  THE  APPROPRIATE  RESPONSES 

1.  Please  check  which  dental  aids  you  are  using  and  how  often  you  use 
each. 

USE  FREQUENCY 

TOOTHBRUSH     

FLOSS     

PROXYBRUSH     

RUBBER  TIP 

(STIMULATOR)     

OTHER     

2.  Are  you  using  your  gel?    Yes    No   

3.  Do  you  feel  that  your  oral  hygiene  skills  have  improved?  Yes  

No  

4.  Do  you  feel  that  you  have  benefited  from  the  dental  program? 
Yes   No  

5.  What  part  of  the  program  was  most  beneficial  to  you? 

6.  What  part  of  the  program  was  least  beneficial  to  you? 

7.  Do  you  feel  that  using  the  gel  has  helped  you?        Yes    No   

8.  Do  your  gums  bleed  when  you  brush  your  teeth?         Yes    No   

9.  Do  your  gums  bleed  when  you  floss  your  teeth?         Yes    No   

10.  Do  your  gums  bleed  when  you  use  the  gel?  Yes    No   

11.  What  color  is  your  gel?    Brown    Clear   

12.  In  what  way  would  you  change  this  dental  health  program? 

13.  Any  other  comments  would  be  appreciated. 

THANK  YOU  FOR  YOUR  COOPERATION  AND  PARTICIPATION  IN  THE  DENTAL  HEALTH 
PROGRAM! 
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APPENDIX  L 
DENTAL  HEALTH  RESOURCE  INFORMATION 


AT  LEAST  ONE  TIME  EACH  DAV,    DO  THE  FOLLOUINQi 


USE  A  RED  COTE  DISCLOSIHQ  TABLET 

DRV  e:(;ush  THOROUGHLV 

FLOSS   THE   SIDES  OF  ALL  TEETH 

BRUSH  THE  GEL  OUER  ALL  VOUR 
TEETH,    ESPECIALLV  AT   THE  GUM  LIHE 

SWISH  THE  REHAItUMG  GEL   III  VOUR 
MOUTH  FOR    1    HI  MUTE 

EHPTV  VOUR  MOUTH,    BUT  DO  MOT 
RIHSE  FOR  30  MINUTES 


FLORIDA   JUNIOR  COLLEGE 
DENTAL   HVOIENE  PROGRAM 
<\SOi    CAPPER  ROAD 
BUILDING  A  ROOM  320 
JACKSONUILLE,    FLORIDA  32218 
PHONE  757-6471 


UNIUERSITV  OF  FLORIDA 
DENTAL  CLINIC 
I  -90'»-392-<J26I 
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APPENDIX  M 
CERTIFICATE  OF  RECOGNITION 


Certificate .  . 
01  Ifecogmtion 


is  oujoPded  this  certificate  of  Notable 
Accompiisliment  in  Recognition  of 

PAKTICIPATIOW  IH  THE  PROORAH  ON  DENTAL  HEALTH  INSTRUCTION  IK  OBAL  HTQIEHE 

Tliisji^day  of   "*"ch  ^  /Qa<> 


Signedai;L..u^ 
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APPENDIX  N 
FOLLOW-UP  LETTERS  OF  CORRESPONDENCE 


May  15,  1984 


Dear 

On  behalf  of  the  University  of  North  Florida  and  Gateway 
Community  Services,  I  would  like  to  thank  you  for  your  recent  partici- 
pation in  the  Dental  Health  Education  Program.    Your  cooperation  indeed 
made  this  a  successful  study. 

I  originally  explained  to  you  that  upon  completion  of  the  study, 
I  would  notify  you  regarding  the  content  of  the  gel  you  were  given  to 
use.    The  clear  gel  contains  the  .04%  stannous  fluoride  solution  and 
the  brownish-tan  gel  is  thn  placebo,  containing  no  fluoride. 

According  to  my  records  you  were  given  the  brownish- tan  gel 
which  does  not  contain  the  stannous  fluoride.    I  would  like  for  you 
to  have  a  container  of  the  0.4%  stannous  fluoride  gel.    In  order  for 
me  to  send  you  a  container  of  fluoride  gel,  I  need  you  to  call  Dr. 
Dwight  Nines  at  268-6772  to  confirm  your  correct  mailing  address.  If 
you  are  unable  to  reach  Dr.  Hines,  please  leave  a  meassage  with  the 
receptionist  at  Gateway. 

I  would  like  to  encourage  you  to  use  the  fluoride  gel  and  to 
continue  with  your  daily  oral  hygiene  home  care  for  optimum  dental 
health. 

Again,  my  sincere  thanks  for  your  cooperation  in  the  oral 
hygiene  instruction  program. 

Sincerely  yours. 


Sharon  T.  Weaver,  RDH,  MRS 

STW:dls 

cc.    Donald  B.  Bartlett,  Executive  Director,  Gateway  Community  Services 
Dr.  J.  Sample  Magee,  Medical  Director,  Gateway  Community  Services 
Dr.  Dwight  Hines,  Program  Evaluator,  Gateway  Community  Services 
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May  15,  1984 


Dear 

On  behalf  of  the  University  of  North  Florida  and  Gateway  Comnriunity 
Services,  I  would  like  to  thank  you  for  your  recent  participation  in 
the  Dental  Health  Education  Program.    Your  cooperation  indeed  made 
this  a  successful  study. 

I  originally  explained  to  you  that  upon  completion  of  the 
study,  I  would  notify  you  regarding  the  content  of  the  gel  you  were 
given  to  use.    The  clear  gel  contains  the  QA%  stannous  fluoride 
solution  and  the  brownish-tan  gel  is  the  placebo,  containing  no 
fluoride. 

According  to  our  records,  you  were  given  the  clear  gel.  This, 
of  course,  means  that  you  have  been  using  stannous  fluoride  for  the 
past  ten  weeks.    I  would  like  to  encourage  you  to  continue  both  the 
use  of  this  gel  as  well  as  your  daily  oral  hygiene  home  care  for 
continued  optimum  dental  health. 

Again,  my  sincere  thanks  for  your  cooperation  in  the  oral 
hygiene  instruction  program. 

Sincerely  yours. 


Sharon  T.  Weaver,  RDH,  MHS 

STW:dls 

cc:    Donald  B.  Bartlett,  Executive  Director,  Gateway  Community  Services 
Dr.  J.  Sample  Magee,  Medical  Director,  Gateway  Community  Services 
Dr.  Dwight  Hines,  Program  Evaluator,  Gateway  Community  Services 


APPENDIX  0 
DAILY  CASE  LOG  OF  THE  DENTAL  STUDY 


Daily  Case  Log  of  the  Dental  Study 

On  February  27th  I  spoke  with  the  residential  treatment 
coordinating  supervisor  and  confirmed  that  the  program  would 
begin  on  March  4th.    He  agreed  to  announce  the  program  format 
to  both  the  counselors  and  the  residents  on  March  1.    I  spoke  with 
the  coordinator  again  on  March  2  and  he  assured  me  that  all  staff 
had  been  notified  and  that  all  residents  would  be  notified  that 
I  would  be  there  on  Sunday,  March  4,  to  complete  patient  health 
histories.    He  gave  me  the  name  of  the  weekend  counselor  and  said 
the  counselor  was  aware  that  I  was  coming  at  9  a.m. 

Upon  my  arrival  on  March  4th,  I  met  with  the  weekend  counselor. 
While  he  knew  to  expect  me,  he  said  he  did  not  know  about  the  dental 
program  or  my  plans  for  the  day.    He  agreed  to  gather  the  residents 
and  have  them  see  me  to  complete  the  personal  health  histories. 
We  talked  for  a  short  while  about  the  program  and  I  encouraged  him 
to  participate.    He  said  he  was  being  transferred  to  the  outpatient 
component,  but  that  he  would  try  to  come  back  for  a  dental  examina- 
tion. 

Soon  the  first  resident  came  by.    I  believe  the  location 
facilitated  my  seeing  so  many  people  this  first  day.    I  was  located 
in  an  end  room  which  overlooked  the  central  groups  and  was  in  the 
major  traffic  area.    Since  the  facility  had  originally  been  a 
motel,  the  room  had  double  glass  doors  and  faced  the  pool  area 
where  many  residents  gathered  to  visit.    Sunday  is  an  open  day  with 
no  scheduled  meetings  and  the  residents  used  this  free  time  to 
relax  and  to  have  family  visits  depending  on  their  level  of 
progress  in  the  treatment  program. 
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I  was  able  to  complete  patient  hisotires  on  18  residents.  Of 
those  that  I  saw  everyone  agreed  to  participate  in  the  study  except 
one.    As  the  result  of  a  fight,  this  individual  had  two  front  teeth 
missing.    She  told  me  that  her  counselor  said  a  dentist  was  coming  to 
fix  everyone's  teeth.    When  I  told  her  that  I  could  not  do  crowns 
or  fill  teeth,  but  felt  she  would  enjoy  and  benefit  from  the  program 
she  said  she  was  just  not  interested.    She  said  the  only  important 
thing  to  her  was  to  get  out  of  "this  place,"  but  if  she  could  have 
free  dental  work  to  fix  up  her  mouth  then  she  expected  it  to  be 
done  that  day.    I  had  her  sign  a  consent  form  indicating  that  she 
did  not  want  to  participate  and  I  told  her  I  would  check  with  her 
later  in  the  week  to  see  if  she  changed  her  mind.    I  reinforced  that 
she  could  participate  at  a  later  time  if  she  so  desired. 

Several  other  residents  stated  that  they  had  been  told  the 
mobile  dental  clinic  would  be  at  the  facility  on  Monday,  March  5th, 
and  that  they  could  have  all  their  dental  work  completed.  Following 
an  explanation  of  the  instructional  program,  everyone  else  I 
interviewed  wanted  to  participate  in  the  study. 

I  saw  one  male  who  was  edentulous  but  he  wanted  to  complete 
the  health  history  and  have  the  oral  cancer  examination.    I  completed 
the  personal,  medical,  and  dental  history  and  told  him  I  would  do 
the  oral  cancer  examination  in  the  dental  clinic  the  next  day. 

I  stayed  for  the  evening  meal  with  the  residents.  During 
this  time  I  spoke  with  several  residents  about  their  treatment 
program  and  the  benefits  of  the  dental  instruction.    I  also  used 
this  opportunity  to  formally  introduce  myself  and  to  make  a  public 


228 


announcement  explaining  the  program.    I  encouraged  everyone  to 
participate  in  the  study  and  answered  questions  about  its  purpose 
and  scope. 

The  day  was  long  but.  despite  the  obstacles,  it  went  quite 

well . 

Monday  -  March  5 

I  arrived  at  the  treatment  facility  at  9:30  a.  m.     Client  3 
greeted  me  at  the  entrance  with  the  news  that  the  young  girl  who 
only  wanted  to  have  her  teeth  fixed  had  "jumped  the  wall"  with  a 
male  resident  late  Sunday  evening.    He  explained  that  this  meant 
she  had  skipped  out  of  treatment.    The  counselors  refer  to  this  as 
leaving  against  medical  advice  (AMA) . 

The  executive  director  had  agreed  that  I  could  conduct  the 
initial  examinations  from  10  a.m.  to  4  p.m.     After  completion  of 
all  the  examinations,  instruction  would  need  to  take  place  from 
11:30  a.m.  to  2:30  p.m.  during  the  residents'  daily  free  time. 

When  I  entered  the  staff  lounge  I  was  told  of  problems  with 
the  dental  equipment.    A  leak  in  both  the  air  and  water  lines 
could  hinder  efficiency.    I  immediately  placed  a  call  to  Florida 
Baptist  Convention,  owners  of  the  equipment,  to  get  authorization 
for  the  maintenance  technician  at  the  treatment  facility  to  work 
on  the  leaks.    The  agency  granted  permission  and  the  technician 
was  able  to  get  both  air  and  water,  but  at  a  slower  rate. 

Two  volunteers  from  the  Baptist  Convention  came  to  assist  me 
and  to  hand  out  religious  literature.    This  was  one  of  the  con- 
tingencies of  their  Christian  ministry  for  using  the  mobile  dental 
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unit.    The  administrators  of  the  facility  had  granted  permission 
for  this  function  and  the  volunteers  spent  approximately  30  minutes 
discussing  their  planned  activities  with  the  coordinating  supervisor. 
These  two  female  volunteers  initially  helped  me  to  locate  the 
residents  who  had  completed  the  patient  histories  on  Sunday.  They 
then  sat  at  a  small  table  outside  the  dental  clinic  and  had  the 
residents  sign  the  consent  form  required  by  the  Convention  to  use 
the  mobile  dental  unit.    They  used  this  time  to  talk  with  the 
residents  who  were  waiting  for  their  examinations. 

A  graduate  assistant  from  a  local  university  had  volunteered  to 
help  with  the  study.    I  had  reviewed  the  project  format  and  instructed 
her  on  how  to  use  the  personal,  medical,  dental  history  forms.  She 
completed  health  histories  on  other  residents  while  I  conducted  the 
examinations.    She  also  distributed  and  collected  the  consent  forms 
and  patient  histories  from  the  employees  who  wanted  to  participate 
in  the  study. 

During  the  middle  of  the  day  the  supervisor  told  me  that  I 
would  need  to  move  the  instructional  part  of  the  program  to  an 
upstairs  conference  room  at  the  rear  of  the  facility  where  the 
female  residents'  rooms  are  located.    A  handicapped  female  was 
entering  treatment  that  day  and  she  would  not  be  able  to  share 
the  quarters  normally  assigned  to  females  because  of  the  stairs. 
The  assistant  from  the  university  and  Client  8  moved  all  the  dental 
materials  for  ms. 

The  examinations  went  smoothly.    Each  complete  examination  and 
indices  scoring  took  approximately  30  minutes.    I  did  not  give 
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instruction  but  did  show  each  resident  problems  areas  in  the  mouth. 
I  told  each  one  that  the  person  would  receive  a  container  of  gel  on 
Wednesday  from  either  the  staff  nurse  or  the  program  evaluator.  I 
reiterated  that  neither  of  us  would  know  who  had  received  the 
fluoride  gel  until  the  completion  of  the  study. 

Tuesday,  March  6 

Today  was  basically  a  repeat  of  Monday.    I  continued  to  conduct 
the  oral  examinations  while  the  graduate  assistant  completed  the 
patient  histories  on  those  residents  who  still  wanted  to  participate 
in  the  study. 

Additional  problems  occurred  with  the  dental  equipment.  They 
could  not  be  repaired  by  the  facility's  technician  so  the  liaison 
from  the  Baptist  Convention  called  a  dental  technician  who  agreed 
to  make  the  necessary  repairs  early  Wednesday  morning.    This  meant 
that  I  had  to  work  without  air  or  water  syringes;  however,  I  could 
get  water  in  the  basin.    In  order  to  continue  with  the  examinations, 
I  used  hand  air  and  water  syringes.    While  this  slowed  the  process, 
it  did  not  prevent  me  from  completing  the  examinations. 

I  examined  Clients  4  and  5  who  were  commencing  this  week  so  I 
decided  to  put  them  in  the  control  group.    I  explained  that  in  3 
weeks  I  would  complete  a  final  assessment  on  each  of  them  while 
they  were  staying  at  the  halfway  house.    Both  individuals  readily 
agreed. 

The  remainder  of  the  day  went  smoothly  and  I  was  able  to 
complete  examinations  on  10  residents  and  3  employees.    Due  to 
the  intensity  of  the  schedule  I  had  a  limited  amount  of  time  to 
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interact  with  the  residents  other  than  to  answer  questions  they 
posed  about  their  dental  health. 

At  the  end  of  the  day,  I  again  went  into  the  dining  area  to 
talk  with  people  in  an  effort  to  become  better  acquainted  and  to 
further  explain  the  dental  program.    I  made  another  public  announce- 
ment about  the  dental  program  and  answered  several  questions  about 
participation  in  the  study.    I  also  used  a  short  time  during  lunch 
to  talk  with  the  staff  members  and  other  employees  to  encourage 
their  participation. 

Wednesday,  March  7 

The  dental  technician  did  not  arrive  until  noon.    He  stated 
that  the  unit  would  take  several  hours  to  repair  and  that  he  did 
not  have  the  required  parts  with  him.    He  remembered  me  from  one  of 
the  dental  offices  where  I  had  worked,  and  after  I  explained  at 
length  the  importance  of  the  study,  he  agreed  to  repair  the  unit 
temporarily  with  the  equipment  he  had  with  him.     The  repairs  took 
about  an  hour  and  in  the  interim  I  continued  to  complete  examinations 
by  using  hand  syringes.    By  early  afternoon  I  once  again  had  use  of 
the  unit's  air  and  water  syringes  but  the  air  conditioning  in  the 
dental  unit  went  out.    The  remaining  3  hours  were  hot  and  sticky 
but  with  the  cooperation  of  everyone  I  completed  all  the  examinations 
by  4:30  p.m.  so  that  the  mobile  dental  unit  could  be  returned  to  the 
Baptist  Convention  as  originally  scheduled. 

Before  leaving  for  the  day,  I  posted  a  list  of  individual 
appointment  times  for  instruction  on  the  glass  door  of  the  staff 
lounge.   All  pertinent  announcements  are  posted  in  this  area.  In 
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the  staff  lounge,  I  posted  a  sign-up  sheet  with  available  time  slots 
for  staff  who  still  wanted  to  participate  in  the  study. 

Thursday  -  Friday,  March  8-9 

Both  resident  and  staff  participants  were  given  the  containers 
of  gel  to  use.    These  containers  were  coded  and  randomly  assigned  by 
the  program  evaluator.    I  had  no  knowledge  concerning  the  assignment 
of  the  gel.    Everyone  was  again  told  not  to  use  the  gel  until 
individual  instruction  was  given  the  following  week. 

I  spent  the  remainder  of  Thursday  and  all  day  Friday  visiting 
with  the  residents  and  facility  employees.    I  was  able  to  complete 
dental  examinations  on  those  employees  who  had  agreed  to  participate 
in  the  study.    These  examinations  were  conducted  in  the  upstairs 
conference  room  where  all  the  dental  instruction  was  to  take  place. 

There  is  an  area  at  the  treatment  facility  known  as  the  "fish- 
bowl."    It  is  a  glass  enclosed  social  area  for  clients.    This  area 
is  easily  viewed  by  treatment  team  members  and  evaluations  of  clients' 
progress  are  partially  determined  by  the  social  interaction  that 
takes  place  in  the  "fishbowl."    I  spent  my  spare  time  mingling  with 
the  clients  in  this  area.    This  gave  me  the  opportunity  to  also 
talk  with  those  individuals  who  had  decided  not  to  participate  in 
the  study.    I  was  able  to  encourage  several  more  residents  to  enter 
the  program.    I  learned  that  those  individuals  who  were  in  the  dental 
study  had  already  become  strong  advocates  as  they  introduced  me  to 
those  people  I  did  not  know.    In  my  conversations,  I  also  found 
that  study  participants  had  been  urging  other  people  to  participate 
telling  them  how  much  they  had  learned  before  the  instruction  had 
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even  started.    Residents  presented  many  questions  about  alcoholism 
while  I  participated  in  some  of  the  board  games.    I  had  become  known 
as  the  dental  lady  who  was  also  a  teacher  and  substance  abuse  counselor. 

On  Friday  I  attended  the  commencement  ceremony  and  was  reminded 
again  by  Clients  4  and  5  that  they  would  be  using  the  gel  and  looked 
forward  to  seeing  me  at  the  halfway  house  in  3  weeks. 

Monday  -  Thursday,  March  11  -  15 

It  took  4  days  to  complete  the  individual  instruction  for  all  the 
residents.    Even  though  this  part  of  the  program  involved  only  plaque 
disclosure  and  brushing  instruction,  clients  had  many  questions. 

I  initially  asked  residents  which  type  of  brush  each  had  been 
using  and  how  often  they  brushed  their  teeth.    Out  of  the  26  residents, 
20  were  using  the  hard  toothbrushes  given  to  them  at  the  detoxifica- 
tion center.    With  regard  to  frequency  of  brushing,  more  than  half 
of  the  residents  stated  that  they  did  not  brush  their  teeth  when 
they  were  drinking  heavily.    When  sober,  14  individuals  told  me  they 
brushed  as  often  as  five  times  a  day.    The  other  12  stated  they 
brushed  between  one  and  three  times  daily.    I  had  each  resident 
use  a  "red  cote"  disclosing  tablet  to  demonstrate  where  the  plaque 
was  located  in  the  mouth.    Residents  then  used  a  Sub-G  toothbrush 
to  show  me  how  they  brushed  their  teeth.    Over  80%  of  the  residents 
used  a  combination  up-down,  scrub  brush  technique.     I  demonstrated 
the  Bass  sulcular  brushing  technique  both  on  a  dentoform  and  then 
in  the  patient's  mouth.    Following  this  demonstration,  I  had  each 
resident  return  demonstrate  until  they  felt  comfortable  with  the 
method.    I  told  each  person  to  use  the  following  daily  routine: 
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0),„then,orn1ng.putas™a,lan,ountof  toothpaste  on  the  brush 

use  the  suVcuVar brushing  technique;  (2)  in  the  evening  use  the 
,ed  cote  tablet  before  brushing  and.  using  a  dry  toothbrush, 
remove  all  the  red  stain  with  the  sa^e  brushing  technique;  (3)  cover 
the  head  of  the  toothbrush  with  the  gel.  brush  it  on  the  teeth  by 
,,ain  using  the  sulcuUr»,ethod.,  and  (M  swish  the  regaining  gel  .n 
the  «uth  for  60  seconds,  expectorate  but  do  not  rinse  for  30 
minutes.    Every  individual  expressed  shoe,  when  I  told  the.  that 
toothpaste  was  basically  ineffective  because  its  use  tended  to 
decrease  brushing  accuracy  and  frequency.   «any  were  equally  shocked 
„,en  .  explained  the  necessity  of  tongue  brushing  to  reduce  bad 
breath. 

Ouring  these  4  days,  I  also  gave  complete  oral  hygiene 
instruction  (OHI),  Including  flossing,  to  staff  .embers.    .  had 
staff  members  substitute  a  different  compound  for  the  toothpaste 
used  in  the  morning.   This  compound  is  a  mixture  of  i  teaspoon  salt, 
1  tablespoon  baking  soda,  and  a  capful  of  3X  peroxide.    I  gave  the 
staff  the  following  instructions:   These  ingredients  are  mixed 
together  in  a  small  disk.    The  mixture  is  then  smeared  across 
the  necks  of  the  teeth  in  a  J  section  of  the  mouth.   This  is 
accomplished  by  using  a  finger  or  the  rubber  tip  stimulator.  The 
.ubber  tip  is  then  used  to  work  the  mixture  into  the  gum  crevnce 
as  far  as  possible.   This  is  done  throughout  the  entire  mouth, 
both  on  the  cheek  side  and  the  tongue  side.    Following  this  pro- 
cedure dip  a  wet  toothbrush  into  the  remaining  mixture  and  brush 
as  usual.   Be  careful  not  to  scrub  as  the  roughness  of  the  baking 
soda  may  cause  burning  of  the  gums. 
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Both  residents  and  stqff  received  written  instructions  at  the 
conclusion  of  the  oral  hygiene  session.    Residents  were  also  given 
an  appointment  card.    Cooperation  was  excellent  during  this  phase 
of  the  program,  and  everyone  appeared  enthusiastic.    I  told  all 
that  I  would  maintain  an  open-door  policy  and  that  they  were  free 
to  come  see  me  at  any  time  for  additional  help. 

Friday,  March  16 

Today  I  held  two  group  sessions.    Each  group  had  13  participants. 
One  session  lasted  U  hours,  the  other,  2i  hours.    The  second  group 
stayed  longer  because  a  counselor  informed  us  that  the  2:30  p.m. 
therapy  session  had  been  cancelled  and  residents  could  use  the 
additional  time  as  they  chose.    It  was  interesting  that  during  the 
last  30  minutes,  5  members  from  Group  1  joined  our  discussion. 

I  had  Client  1  find  everyone  in  Group  1  for  the  discussion 
meeting.    He  told  me  that  Client  2  wanted  to  quit  the  dental  program 
because  he  was  depressed  about  his  treatment  and  had  recently  had 
an  argument  with  his  primary  counselor.    I  talked  with  Client  2 
and  encouraged  him  to  reconsider  and  come  back  the  next  day.  One 
of  the  other  group  members  had  gone  Af^  early  that  morning. 

Since  people  entered  the  room  at  different  times,  I  opened 
discussion  with  some  general  questions.    After  I  asked  each 
question,  I  attempted  to  get  each  resident  to  respond  in  some  way. 
The  following  is  a  list  of  the  questions  I  presented  for  discussion: 
Why  are  you  in  the  dental  program?    What  do  you  hope  to  gain  from 
the  program?    How  do  you  feel  about  the  program  so  far?   Are  you 
comfortable  having  to  come  every  day  for  instruction?   How  does 
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your  mouth  feel?   How  do  you  feel  about  yourself?   What  do  you  plan  to 
do  when  you  finish  treatment?   Do  you  want  to  pursue  additional 
dental  care?   Do  you  know  why  some  people  chose  to  not  participate 
in  the  dental  program? 

For  the  most  part  the  responses  were  positive.    All  wanted  to 
stay  in  the  program.    They  felt  it  would  benefit  them  and  they 
wanted  to  learn  more  about  their  mouths.    They  felt  that  while 
drinking  they  had  neglected  their  mouths  and  that  they  would  end 
up  having  to  have  all  their  teeth  extracted.    They  thought  no  one 
really  cared  about  them.    They  did  think  that  the  appearance  of  their 
mouths  and  especially  their  breath  was  important  to  overall  appearance, 
getting  a  job,  meeting  new  people,  and  making  friends.    About  all  felt 
self-conscious  about  how  their  teeth  looked. 

One  of  the  female  residents  (#7)  asked  how  I  felt  about  them 
and  how  they  were  selected  for  this  program.    I    told  them  that  I 
did  not  see  the  severe  negative  dental  conditions  I  had  expected 
to  see  and  that  the  primary  problem  was  gum  disease  which  I 
frequently  saw  when  I  was  practicing  dental  hygiene  in  a  private 
dental  office.    I  did  see  the  need  for  extensive  dental  work, 
especially  oral  prophylaxis  and  dental  restorations.    I  discussed 
my  background  as  a  dental  hygienist,  substance  abuse  counselor, 
and  health  educator.    I  again  explained  the  dental  project  as  my 
doctoral  study  and  why  it  was  taking  place  now.    I  also  told  them 
that  I  hoped  grant  money  would  be  available  to  initiate  dental 
care  as  an  ongoing  program  in  alcoholism  treatment. 
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When  asked  about  future  dental  care  for  them,  I  recommended  the 
dental  hygiene  program  at  a  local  junior  college  and  possibly  the 
dental  clinic  at  the  University  of  Florida  for  follow-up  care.  I 
told  them  I  would  provide  the  names  of  contact  people  at  these 
facil ities. 

Prior  to  starting  the  instructional  program,  I  asked  how  they 
felt  about  me.    Several  female  residents  (7,  9,  and  26)  admitted 
they  were  initially  unsure  of  my  motives,  and  thought  I  might  look 
down  on  them  because  I  had  not  experienced  a  drinking  problem  and 
obviously  took  care  of  my  oral  hygiene  and  general  appearance. 
After  getting  to  know  me  for  several  days,  they  felt  I  was  really 
sincere  and  demonstrated  a  warmth  and  caring  they  had  not  antici- 
pated.   One  female  stated  she  felt  somewhat  jealous  at  first  but 
now  felt  she  wanted  to  use  me  as  a  role  model.    She  was  shocked 
to  find  out  I  was  older  than  she  because  everyone  had  decided  I 
was  much  younger  and  could  not  related  to  typical  female  problems, 
especially  single  parenthood.    Client  7  asked  if  I  would  spend  some 
time  with  her  discussing  her  situation  as  a  single  parent.  Client 
9  wanted  me  to  show  Client  8  (the  resident  barber)  how  to  cut  her 
hair  so  it  would  look  like  mine.    Other  residents  said  they  felt 
very  comfortable  with  me,  that  my  motivation  and  enthusiasm  were 
contagious,  and  that  they  wished  I  was  a  permanent  member  of  the 
staff. 

During  open  discussion.  Client  23  said  his  brush  was  too  soft 
and  he  had  gone  back  to  his  old  brush  and  brushing  style.  Several 
members  of  the  group  immediately  jumped  on  him  and  Clients  15  and 
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12  went  over  and  showed  him  the  new  method  again.   Client  10  said  the 
new  method  was  too  much  trouble  and  it  took  too  long.   Again,  the 
group  reinforced  the  need  to  practice.    I  gave  Client  23  a  Butler 
,411  brush  to  try  and  Clients  3.  14,  and  26  also  wanted  the  different 
brush. 

I  had  each  resident  work  with  a  partner  and  do  brushing 
demonstration/return  demonstration.    While  this  was  being  done 
I  went  around  to  check  on  everyone.    During  this  time,  four  people 
said  their  gums  stopped  bleeding  and  their  mouths  felt  better. 
Three  people  said  their  gums  were  sore.    I  showed  all  how  to 
massage  their  gums  by  using  thumb  and  forefinger. 

Following  this  exercise.  I  presented  a  short  dental  lecture. 
I  used  visuals  and  demonstration  models  to  discuss  the  following 
topics:    tooth  structure,  the  decay  process,  periodontal  disease 
process,  the  plaque  cycle,  the  need  for  adequate  oral  hygiene, 
the  effect  of  nutrition  on  oral  status,  malocclusion,  dental 
restorations,  and  the  diagnostic  use  of  K-rays.    During  the  course 
of  the  presentation.  I  used  probing  and  prompting  techniques  to 
elicit  questions.    Most  of  the  information  I  presented  was  new 
information  and  the  questions  were  numerous. 

I  then  conducted  a  demonstration  using  the  Butler  educational 
block.    I  showed  the  sulcus  depth,  how  plaque  gets  trapped,  and 
how  to  angle  the  brush  into  the  gingival  crevice.    I  used  shaving 
cream  and  had  each  participant  practice  the  brushing  technique. 
Most  were  fascinated  and  wanted  to  try.    Client  3  dozed  off. 

Following  this  practice  exercise.  I  briefly  introduced  the 
flossing  technique.    I  used  visual  aids  depicting  the  before  and 
after  use  of  red  cote  tablets  and  flossing. 
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As  each  resident  in  Group  1  left,  I  gave  an  appointment  card 
with  dental  instructions  and  three  dental  pamphlets,  "Diet  and 
Dental  Health,"  "Do  Your  Gums  Bleed  When  You  Brush  Your  Teeth?"  and 
"Cleaning  Your  Teeth  and  Gums." 

Several  Group  1  members  stayed  when  the  Group  2  members  joined. 
Client  21  asked  about  nutrition  and  sugar  and  we  spent  about  10 
minutes  on  this  topic.    He  also  asked  about  his  desire  to  quit 
smoking.    He  had  been  told  by  the  staff  nurse  to  not  try  to  quit 
at  this  time  since  one  addiction  was  enough  to  conquer  for  now.  She 
had  told  him  to  wait  at  least  2  years  before  attempting  to  quit 
smoking  and  he  wanted  to  know  if  I  agreed.    This  prompted  several 
more  questions  so  I  spent  some  time  talking  about  the  addiction 
process. 

During  the  initial  discussions,  I  was  again  asked  why  I  was 
doing  all  this  for  a  group  of  alcoholics.    Client  6  said  the  people 
in  the  halfway  house  had  heard  about  the  dental  program  and  said 
they  wished  they  had  been  in  treatment  when  the  dental  program 
was  available  so  they  could  participate.    They  also  wanted  to  know 
if  I  would  go  to  the  halfway  houses  and  do  the  instruction  for  them. 
I  was  also  asked  why  I  was  only  staying  for  3  weeks  because  they 
wanted  me  to  stay  longer. 

During  this  session  Client  17  asked  about  using  a  water  pik. 
She  said  she  would  have  her  son  buy  one  for  her  if  it  would  help. 
I  explained  that  the  water  pik  could  be  an  added  benefit  but  not 
a  substitute  for  the  brush  or  floss.    I  also  emphasized  the  need 
to  use  it  on  a  low  pressure  to  avoid  tissue  damage. 
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When  I  asked  this  group  why  other  residents  did  not  participate, 
several  said  it  was  because  the  program  had  not  been  explained  cor- 
rectly to  them  until  the  first  day  I  came.    They  thought  they  were 
going  to  get  complete  dental  care  including  fillings  and  so  forth. 
They  felt  I  should  have  been  the  one  to  initially  explain  the  program. 
Several  also  felt  they  were  forced  to  participate  and  were  initially 
resentful  until  they  really  got  involved. 

During  the  extra  time  I  had  with  this  group,  we  talked  about 
their  personal  lives  and  plans  for  the  future.     Client  21  asked 
me  about  his  sponsorship  in  AA;  Client  8  asked  about  vocational 
training  as  a  barber;  Client  1  discussed  his  children's  drug 
addiction.    Client  15  talked  about  his  wife's  battle  with  and  death 
due  to  cancer.    Client  24  talked  about  pursuing  a  master's  degree 
and  getting  a  job  as  an  accountant.    Client  3  came  back  into  the 
group  and  gave  me  an  apple.    He  also  asked  if  I  could  come  to  their 
group  picnic  the  next  week. 

Monday  -  Thursday.  March  19-22 

Client  1  told  me  he  had  his  molar  extracted  in  accordance  with 
my  recommendation.    He  said  the  oral  surgeon  told  him  to  have  all 
his  teeth  extracted  because  he  was  eventually  going  to  lose  them 
due  to  neglect.    He  said  he  replied  with  a  big  "NO"  because  he  was 
receiving  excellent  instruction  on  how  to  take  care  of  his  teeth 
now  and  he  planned  to  follow  through  by  having  a  thorough  cleaning 
and  he  intended  to  keep  his  teeth  as  long  as  possible. 

Three  new  residents  entered  treatment  and  wanted  to  participate 
in  the  dental  program.    I  completed  patient  histories,  the  dental 
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examination,  and  total  instruction  to  bring  them  up  to  the  current 
phase  of  the  program. 

I  spent  approximately  30  minutes  with  each  resident.    We  dis- 
cussed the  need  to  use  dental  floss  or  some  other  aid  to  clean 
between  the  teeth.    I  used  demonstration/return  demonstration  with 
floss  and  again  with  the  toothbrush.    I  workedwith  residents  until 
each  could  demonstrate  adequate  ability.    I  had  them  use  the  dento- 
form,  Butler  educational  aid,  and  then  demonstrate  floss  use  in  their 
mouths.    Each  person  was  given  a  roll  of  dental  floss.    Client  11 
was  instructed  only  with  the  rubber  tip  since  his  physical  handicap 
prevented  him  from  using  dental  floss. 

Client  22  is  no  longer  in  treatment.    He  was  put  back  in  jail 
for  a  previous  assault  charge.    Client  18  said  he  could  not  under- 
stand why  because  Client  22  had  spent  21  days  in  "Detox"  before 
there  was  a  bed  available  and  he  had  just  come  into  treatment. 

Each  client  was  given  another  instructional  card  and  an 
appointment  date  for  group  instruction  on  Friday. 

Friday,  March  23 

Today  I  held  three  group  sessions  with  6  to  8  people  in  each 
group.    Client  3  dropped  out  of  the  dental  program  because  he  felt 
the  instruction  was  below  him.    He  told  Client  8  that  he  had 
received  all  this  information  when  he  was  in  the  VA  hospital. 
Client  2  was  still  depressed  over  his  disagreement  with  his 
counselor  and  did  not  want  to  be  around  people. 

Those  who  attended  were  cooperative  but  I  sensed  boredom  and 
resentment  about  too  much  repetition.    I  changed  the  format  by 
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spending  a  short  amount  of  time  on  brushing  and  flossing  by 
demonstration  with  the  dentoform  and  Butler  teaching  aid.  Following 
a  question-and-answer  session,  I  demonstrated  the  rubber  tip 
simulator  and  the  proxybrush  to  everyone  in  the  group.  Those 
individuals  who  had  sufficient  space  between  their  teeth  were  given 
a  proxybrush,  individual  instruction,  and  demonstration/return 
demonstration.    I  gave  everyone  in  the  group  a  rubber  tip  stimulator. 

During  the  remainder  of  each  session,  the  residents  worked 
with  each  other  in  a  demonstration/return  demonstration  exercise 
while  I  observed  and  reviewed  their  use  of  the  brush,  floss, 
stimulator,  and  proxybrush. 

As  each  resident  left,  I  gave  out  a  reminder  card  for  the  next 
appointment.    I  also  gave  instructional  sheets  reviewing  all  the 
procedures  covered. 

Monday  -  Tuesday,  March  26  -  27 

I  held  small -group  discussion  and  instruction  primarily  to 
review  procedures  and  to  answer  questions.    Despite  the  appointment 
cards  and  posted  schedule,  several  residents  did  not  come  to  the 
meetings. 

I  saw  Clients  3  and  2  outside  and  asked  them  to  come  by  to 
talk.    Client  3  came  upstairs  with  me  and  I  spent  20  minutes  dis- 
cussing the  program  with  him.    He  said  he  was  so  busy  because  of 
the  phase  of  his  treatment  program  that  he  did  not  feel  the  dental 
instruction  would  help.    He  said  he  would  prefer  more  individual 
instruction  on  the  new  techniques.    He  also  stated  that  the  dental 
program  would  be  better  for  new  residents  since  they  had  more  free 
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time  and  less  homework  from  the  treatment  counselors.    He  said  he 
would  cooperate  with  the  dental  program  as  much  as  possible.  I 
did  demonstration/return  demonstration  with  the  rubber  tip.  He 
said  he  was  impressed  and  wanted  to  take  one  of  the  appliances  to 
use.    Later  in  the  afternoon  he  brought  me  an  apple  and  told  me 
I  should  take  a  break. 

Client  2  came  by  and  apologized  for  missing  the  previous 
sessions.    He  said  he  was  "down  about  lots  of  things"  but  wanted 
to  get  involved  again.    His  roommate  had  showed  him  how  to  floss 
and  he  demonstrated  for  me  that  he  could  adequately  use  the  dental 
floss.    I  instructed  him  on  the  use  of  the  stimulator  and  he  worked 
with  it  until  he  could  demonstrate  efficiency. 

I  told  all  who  attended  the  group  sessions  to  spread  the  word 
that  I  would  show  two  films  on  dental  care  the  next  day.    I  also 
asked  the  counselors  to  encourage  everyone  to  view  the  films. 

Before  leaving  for  the  day  I  was  told  that  Client  27  had  gone 
AMA.    He  told  his  roommate  that  he  was  taking  all  his  dental  aids 
and  wanted  to  know  if  he  had  fluoride  or  the  fake. 

Wednesday,  March  28 

Client  8  helped  me  move  the  projector  to  another  room.  He 
also  told  everyone  about  the  films  and  encouraged  them  to  attend. 
Fourteen  people  came  by  and  viewed  the  flossing  film.    We  had  a 
short  discussion  and  several  residents  said  the  film  reinforced 
what  I  had  been  saying,  and  seeing  it  made  it  easier.  They 
practiced  flossing  while  I  attempted  to  set  up  the  video  cassette 
on  periodontal  disease.    At  first  I  could  only  get  sound  but  when  I 
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finally  managed  to  get  a  picture,  I  lost  the  sound.  Everyone 
offered  advice  and  took  part  in  trying  to  get  the  machine  to  work. 
After  many  frustrating  attempts,  I  decided  to  wait  until  the  next 
day  to  show  the  video.    Several  clients  told  me  that  they  really 
learned  from  the  flossing  film;  however,  the  reason  they  enjoyed 
the  session,  they  said,  was  because  they  got  a  kick  over  the  way  I 
handled  my  frustration  with  the  video  cassette  machine. 

Later  in  the  day,  I  evaluated  new  incoming  residents  for  the 
control  group.    I  only  did  the  patient  health  history  and  oral 
examination.    I  told  residents  that  each  would  be  given  a  container 
of  gel  and  that  neither  of  us   would  know  who  received  the  fluoride. 
I  gave  them  orally  the  same  gel  instructions  that  were  printed  on 
the  containers  and  I  told  them  to  continue  their  normal  brushing 
habits. 

Thursday,  March  29 

Another  attempt  to  use  the  video  cassette  failed.    I  had  the 
counselor  who  routinely  uses  this  machine  try  to  get  it  to  work 
but  neither  of  us  could  get  both  a  picture  and  sound.    (I  later 
checked  the  video  on  another  machine  and  was  unable  to  get  it  to 
work.) 

Since  16  people  had  come  by  to  see  the  video  I  decided  to  do 
a  simulation  exercise.    I  had  some  members  of  the  group  act  the 
role  of  "teeth"  by  standing  together  to  demonstrate  that  all  teeth 
together  are  more  efficient  than  one  standing  alone.    We  talked  about 
why  people  should  avoid  losing  teeth.    I  used  a  broom  and  had  other 
participants  sweep  around  the  human  teeth  to  demonstrate  sulcular 
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brushing.    The  floor  represented  the  gum  line  and  the  participants 
could  see  how  "dirt  and  dust"  or  plaque  accumulates  around  the 
teeth.    After  a  thorough  sweeping,  I  asked  the  "teeth"  if  any  places 
were  missed  by  the  tooth  brushers.    Client  25  said  the  sides  had  not 
been  cleaned.    I  had  another  group  of  participants  use  a  belt  to 
demonstrate  the  flossing  technique.    Moving  the  belt  back  and  forth 
on  the  "teeth's"  legs  showed  both  the  necessity  of  flossing  and  the 
need  to  floss  carefully.    One  "tooth"  complained  that  his  legs  were 
chaffed  by  the  belt. 

This  exercise  took  approximately  1  hour,  with  everyone  exchanging 
roles.    The  demonstration  was  followed  by  a  question-and-answer 
period.    The  people  who  participated  said  they  never  thought  cleaning 
teeth  could  be  so  much  fun  and  a  good  learning  experience  at  the 
same  time. 

I  gave  each  of  them  an  appointment  card  and  explained  that  it 
was  important  that  they  keep  these  appointments.  I  also  posted  an 
appointment  list  on  the  staff  lounge  door. 

I  evaluated  another  group  of  new  residents  for  the  control 
group.    During  this  time  Client  3  stopped  by  to  talk  with  me. 
He  asked  me  about  his  flossing  technique  and  then  said  he  just 
wanted  to  talk.    He  wanted  to  know  if  I  thought  he  should  go  into 
vocational  training  or  return  to  work  as  a  cook.    He  asked  if  I 
was  going  to  the  picnic  so  I  could  sample  all  the  dishes  he  was 
making  for  the  outing.    Client  26  stopped  by  and  asked  me  to  review 
use  of  the  rubber  tip  stimulator  again.    Client  12  came  in  with  a 
toothbrush  in  his  mouth  and  told  me  he  had  really  mastered  brushing 
but  the  flossing  was  impossible.    He  agreed  to  substitute  the  rubber 
tip  stimulator  for  dental  floss. 
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Friday.  March  30 

I  went  to  the  halfway  house  and  completed  the  final  assessment 
on  the  two  residents  who  were  in  the  control  group.    Following  the 
final  assessments,  I  gave  them  complete  Oral  Hygiene  Instruction 
(OHI)  and  the  necessary  dental  aids  to  use. 

Saturday,  March  31 

Before  I  began  the  final  assessments,  I  had  each  resident 
complete  a  program  evaluation  form.    I  had  to  read  and  complete 
the  form  for  three  residents  who  could  not  read.    Several  residents 
asked  if  they  could  put  their  feelings  about  me  in  the  comment 
section  of  the  form.    I  told  them  to  put  exactly  what  they  felt  on 
the  forms.    I  recorded  oral  comments  to  see  if  these  also  showed  up 
on  the  written  forms.    In  most  cases  the  residents  spoke  more  freely 
than  they  wrote.    The  oral  comments  included  such  statements  as, 
"I  wish  they  would  have  this  program  all  the  time  with  someone  who 
looked  like  you  but  was  single"  (Client  18).    "The  best  part  of  the 
program  was  looking  at  you"  (Client  25).    "You  always  look  so  good 
and  dress  so  neat,  I  look  forward  to  seeing  you"  (Client  11).  "Your 
kindness  and  caring  made  me  feel  good  about  myself"  (Client  15). 
"You  were  a  good  model  for  me  as  a  woman"  (Client  13).    "I  knew  you 
really  cared  about  me"  (Client  24).    "You  really  know  your  stuff 
and  how  to  teach  it"  (Client  12).    "I'm  glad  you  talked  me  into 
staying  in  the  program  because  then  I  knew  you  cared"  (Client  2). 
"You  really  are  a  counselor"  (Client  21).    "You  made  me  think  about 
myself  as  a  worthwhile  person"  (Client  20). 

Some  made  oral  comments  on  the  program.  Client  3,  "The  program 
took  too  much  of  my  free  time.    It  would  be  better  for  someone  who 
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is  just  starting  treatment  and  has  more  time."    "I  felt  you  talked 
too  elementary  for  me  but  that  the  others  had  a  problem  catching  on 
so  I  didn't  really  mind"  (Client  11).    "I  was  sold  on  the  gel  from 
day  1.    It  automatically  made  my  gums  stop  bleeding"  (Client  15). 
"Now  I  feel  like  I  can  smile  again"  (Client  21), 

I  conducted  another  oral  cancer  examination  to  check  for  any 
tissue  changes.    I  made  two  referrals  for  further  diagnosis;  on  one 
resident,  it  was  the  second  time  I  had  made  the  referral.    He  said 
he  was  told  nothing  could  be  done  now.    I  later  checked  with  the 
staff  nurse  on  three  referrals  (one  from  the  control  group)  to  see 
why  follow-up  had  not  taken  place.    After  I  again  explained  that  the 
areas  that  needed  to  be  checked  were  soft  tissue  lesions,  not  tooth 
decay,  she  said  she  would  have  the  staff  physician  do  a  further 
evaluation. 

After  the  oral  cancer  examinations,  I  completed  the  plaque  and 
gingival  exams  and  recorded  the  scores  on  separate  forms.    In  order 
to  avoid  bias  on  the  scoring  procedure,  I  made  no  reference  to  the 
initial  assessment  scores. 

Depending  on  need  and  interest  level,  I  gave  each  resident 
additional  dental  instruction,    I  showed  each  person  where  the 
plaque  still  remained  in  the  mouth  and  explained  how  to  remove  it, 
I  again  used  the  demonstration/return  demonstration  technique. 

Visually  most  of  the  residents'  results  looked  good.  Others, 
however,  looked  like  they  were  not  using  any  of  the  dental  aids. 
Approximately  30%  of  the  participants  told  me  they  were  not 
flossing  but  were  using  the  stimulator  daily.    Many  of  the  residents 
also  stated  that  they  had  not  used  the  gel  daily.    Client  19  said 
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he  was  not  following  the  exact  directions  and  felt  he  should  return 
the  dental  aids.    I  checked  his  mouth  and  his  home  care  was  fair. 
I  encouraged  him  to  keep  working  and  told  him  that  he  could  keep  the 
dental  aids.    He  appeared  excited  and  said  he  would  try  harder. 

Client  22  was  back  in  treatment  and  asked  me  if  he  could  con- 
tinue in  the  dental  program.    He  said  he  had  been  working  on  his 
oral  hygiene  and  did  not  want  to  miss  out.    I  reviewed  the  Oral 
Hygiene  Instruction  (OHI)  with  him  and  scheduled  him  for  another 
appointment. 

Upon  completion  of  the  final  session,  I  gave  each  resident  an 
instructional /resources  card.    I  also  gave  each  a  certificate  of 
recognition.    I  explained  that  the  certificate  was  for  their  effort 
and  participation  in  the  program  and  a  means  to  show  my  appreciation 
Client  20  told  me  I  had  made  his  treatment  program  really  meaningful 
Many  other  participants  stated  that  they  should  be  thanking  me  for 
all  my  help  and  that  they  were  glad  I  had  conducted  the  study  while 
they  were  in  treatment.    I  told  them  to  display  their  certificate 
where  they  could  see  it  and  to  remember  that  if  they  heard  a 
distant  voice  say,  "Brush  and  floss  your  teeth  and  you  will  keep 
them  longer,"  it  would  be  me. 

I  had  residents  complete  address  file  cards  so  I  could  notify 
each  about  the  gel.    I  told  them  that  they  could  expect  a  letter 
about  the  middle  of  flay. 

Tuesday,  April  3 

I  spent  4  hours  at  the  treatment  facility.    I  was  able  to 
evaluate  the  one  member  of  the  experimental  group  who  had  not  been 
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available  on  Saturday.    I  also  evaluated  and  completed  instruction 
for  two  more  staff  members. 

Because  of  a  mix-up  in  communication,  the  orientation  counselor 
had  not  talked  with  or  scheduled  any  of  the  new  residents  for  the 
dental  program.    I  was  able  to  evaluate  only  two  new  residents.  I 
worked  with  Client  22  again  and  his  oral  hygiene  status  looked  good. 

The  orientation  counselor  told  me  that  this  week  was  confusing 
because  the  annual  picnic  was  scheduled  for  the  next  day.    I  agreed 
to  wait  until  the  next  week  to  continue  the  control  group  assessments 
I  also  learned  from  this  counselor  that  three  control  group  members 
had  gone  AMA. 

Before  I  left  the  facility,  four  of  the  residents  saw  me  and 
asked  if  I  would  be  able  to  go  to  the  picnic.    I  told  them  that  I 
had  hoped  to  go;  however,  I  had  a  family  medical  situation  that  would 
prevent  me  from  being  out  of  town  for  an  entire  day. 

Tuesday  -  Wednesday,  April  10-11 

I  called  ahead  to  confirm  with  the  orientation  counselor  that 
I  would  complete  assessments  on  new  residents  this  week.    As  a 
result  of  our  conversation,  scheduling  was  much  more  organized. 

I  evaluated  six  new  residents  each  day.    I  did  a  complete 
examination  and  gave  instruction  on  only  the  use  of  the  gel.  I 
advised  each  person  to  continue  normal  dental  care  routine  with  the 
addition  of  the  gel  component  in  the  evening.    I  answered  all 
questions  except  those  that  were  directly  related  to  instructional 
techniques.    I  spent  approximately  30-45  minutes  with  each  individual 
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Monday  -  Thursday.  May  7  -  10 

I  had  arranged  to  have  the  mobile  dental  unit  to  conduct  the 
final  assessments  for  the  control  group.    Due  to  mechanical  problems 
the  van  was  3  hours  late.    On  the  first  day  I  had  another  dental 
hygienist  randomly  examine  patients  in  order  to  determine  inter- 
rater  reliability.    This  took  most  of  the  morning.    I  again  had 
trouble  with  the  mobile  dental  unit.    The  air  conditioning  system 
was  malfunctioning  so  I  could  use  only  one  of  the  dental  units.  While 
this  was  not  a  major  problem,  it  did  slow  down  my  progress.    Also,  I 
did  not  have  volunteers  from  the  Convention  so  I  was  dependent  on 
the  graduate  assistant  to  help  me  locate  the  members  of  the  control 
group. 

I  used  approximately  an  hour  with  each  resident  to  do  the  final 
evaluations  and  to  complete  the  oral  hygiene  instructions.  Each 
resident  was  given  the  indicated  oral  physiotherapy  aids  as  well 
as  written  instructions,  resource  card,  and  other  handout  materials. 
I  also  evaluated  the  two  staff  members  who  began  the  program  with 
the  resident  control  group.    I  noticed  an  interesting  phenomenon 
with  one  of  the  staff  members.    In  his  original  examination  he  had 
spontaneous  bleeding  but  relatively  adequate  oral  hygiene.    In  the 
final  assessment,  I  could  not  produce  bleeding  even  upon  probing 
and  he  had  greatly  reduced  his  plaque  index.    He  told  me  that  he 
had  faithfully  followed  my  instructions  and  that  for  the  past  3 
weeks  he  had  daily  used  both  the  peroxide-baking  soda  solution 
and  the  gel.    Later  evaluation  revealed  that  he  had  been  assigned 
the  fluoride  gel . 
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At  the  conclusion  of  the  final  examinations,  staff  and  residents 
who  were  still  in  treatment  were  told  who  had  received  the  placebo. 
I  gave  each  individual  who  had  used  the  placebo  a  container  of  0.4% 
Omni  gel  stannous  fluoride.    The  following  week  I  sent  letters 
regarding  the  fluoride  to  each  member  of  the  experimental  group. 
Those  individuals  who  contacted  the  treatment  facility  were  sent 
a  container  of  Omni  gel  fluoride. 
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